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1891  Ftffe,  W.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  Manchester  Square, 

W.     Trans.  1. 

1888  Gage-Beown.  Chaeles  Heebeet.  M.D.,  74,  Cadogan  Place.  S.W. 
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1883  Hopkins,  John,    Central  London  Sick  Asylum,   Cleveland  Street,  W. 

C.S.  1. 

1884  HOBSLEY,  ViCTOB,  M.B.,  F.R.S.,  25,  Cavendish  Square,  W.     (C.  1894.) 

Trans.  2,  C.S.I. 
1895     Hough,  Chaeles  Henet,  Fall  Street,  Derby. 

1880  HovELL,  T.  Maek,  105,  Harley  Street,  W. 

1893  Howaed,  R.  J.  Bliss,  M.D.,  31,  Queen  Anne  Street,  W. 
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V.P,  1875-6.)     Trans.  14,   C.S.  1. 
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S.W.     Trans.  1. 
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1886  Juler,  Henry  Edward,  23,  Cavendish  Square,  W. 

1878     Keetley,  Charles  Robert  Bell,  56,  Grosvenor  Street,  W.    (C.  1895.) 

Trans.  2. 
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1895     Lane,  James  Ernest,  45,  Queen  Anne  Street,  W. 
1883     Lane,  William  Arbuthnot,  M.B.,  M.S.,  8,  St.  Thomas's  Street,  S.E. 

(C.  1893-5.)     Trans.  23,  C.S.  9. 
O.M.     Langton,  John,  62,  Harley  Street,  W.      (C.  1878-80,  V.P.  1892-4.) 

Trans.  2. 
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Square,  E.C. 
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mouth. 
1889     MacBride,  P.,  M.D.,  16,  Chester  Street,  Edinburgh. 
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1882  Mackenzie,  Frederic  Morell,  29,  Hans  Place,  S.W. 
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(C.  1887-9.)     Trans.  2. 
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Trans.  9. 
1877    Morris,    Malcolm    Alex.,    8,    Harley    Street,    W.      (C   1890-2.) 
Trans.  1,  C.S.I. 
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(C  1888-90.)     C.S.  1. 
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William  S.  Wyman,  M.D. 
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Walter  G.  Spencer,  M.S.,  M.B. 
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J.  Fletcher  Little,  M.B. 
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James  Taylor,  M.D. 
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EEPOET 

OF   THE 

COUNCIL  OF  THE  CLINICAL  SOCIETY, 
May,  1895. 


THE  COUNCIL  is  glad  to  be  able  to  present  a  satisfactory 
report  of  the  general  prosperity  of  the  Society. 

The  Members  now  number  546,  of  whom  25  have  been 
elected  during  the  Session.  Fourteen  Members  have  been 
lost  during  the  year,  four  of  whom — its  President,  Mr.  Hulke ; 
one  of  its  Vice-Presidents,  Sir  George  Buchanan ;  a  late  Vice- 
President,  Mr.  Arthur  Durham,  and  Dr.  Maunsell — have  been 
lost  by  death.  In  reference  to  the  death  of  its  President, 
and  at  a  Special  Meeting  of  the  Council  summoned  for  the 
purpose,  the  following  resolution  w^as  unanimously  passed  : — 
"  The  Council  of  the  Clinical  Society  of  London  has  learnt 
with  deep  regret  of  the  death  of  the  President  of  the  Society, 
John  Whitaker  Hulke,  F.R.S.,  one  of  its  original  Members, 
among  its  most  earnest  supporters,  a  highly-gifted  and  very 
learned  surgeon,  who  has  filled  the  office  of  President  with 
his  wonted  punctuality,  urbanity,  and  zeal.  The  Council 
begs  to  offer  its  heartfelt  and  respectful  sympathy  to  Mrs. 
Hulke  in  her  great  sorrow."  At  the  same  meeting  the  Council 
appointed  Mr.  John  Langton,  the  Senior  Surgical  Vice- 
President,  Acting  President  for  the  remainder  of  the  Session. 

The  new  arrangements  for  the  exhibition  of  clinical  cases 
have  worked  well,  and  the  three  meetings  devoted  to  this 
branch  of  the  Society's  work  have  been  very  largely  attended 
and  thoroughly  successful. 

A  Committee  of  the  Society  has  been  appointed  to  in- 
vestigate the  clinical  value  of  the  Antitoxin  of  Diphtheria, 
and  the  late  President  nominated  Dr.  Church,  Dr.  Coupland, 
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Dr.  Goodall,  Dr.  H.  P.  Hawkins,  Dr.  Sidney  Martin,  Dr. 
Stephen  j\Iaekenzie,  Dr.  Pasteur,  Dr.  Wash  bourne,  and  Dr. 
Hale  White  to  serve  on  this  Committee.  The  Committee  is 
actively  pursuiug  its  investigations,  but  has  not  presented 
any  Report  to  the  Council. 

The  Council  has  nominated  the  following  distinguished 
physicians  and  surgeons  for  election  as  Honorary  Members 
of  the  Society  :— Sir  C.  M.  Humphry,  M.D.,  F.R.C.S.,  LL.D., 
F.R.S.;  J.  Burden  Sanderson,  M.D.,  F.R.C.P.Lond.,  D.C.L., 
LL.D.,  F.R.S.;  Samuel  Wilks,  LL.D.,  M.D.,  F.R.C.P.Lond., 
F.R.S. ;  Dr.  Carl  Gerhardt;  Dr.  Theodor  Kocher ;  Dr.  Just 
Lucas-Championniere ;  Prof.  H.  Nothnagel ;  Prof.  Rudolf 
Virchow,  D.Sc.Cantab.,  D.C.L.Oxon. 

The  Treasurer's  Statement  of  Account  shows  the  finances 
of  the  Society  to  be  in  a  very  satisfactory  condition. 
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COMMUNICATIONS. 


I. — A  case  of  Aneurysm  of  the  Basilar  Artery.  By 
John  Rose  Bradford,  M.D.,  F.R.S.  Read 
October  12,  1894. 

GS.,  ast.  29,  hospital  porter,  was  admitted  to  University 
•     College  Hospital  at  8  p.m.  on  February  3,  1894. 

On  admission  the  patient  was  unconscious,  but  he  had 
been  seen  on  the  preceding  day  by  the  Resident  Medical 
Officer,  and  the  following"  history  obtained. 

During  the  last  fortnight  he  had  complained  of  slight 
occipital  headache  and  some  stiffness  of  the  muscles  of  the 
back  of  the  neck.  This  he  attributed  to  exposure  to  a 
draught.  He  was,  however,  sufficiently  well  to  do  his  usual 
work  as  hospital  porter  until  Friday,  February  2.  On  Friday 
morning  he  ate  for  breakfast  some  bacon  which  he  thought 
rancid,  and  siibsequently  he  vomited  and  "felt  out  of  sorts,^* 
but  he  did  not  at  this  time  suffer  from  headache.  He  went 
to  bed  and  felt  better  later  in  the  day.  Towards  evening  his 
wife  said  that  he  looked  at  her  in  a  strange  way,  and  "she 
thought  he  must  have  had  a  fit;"  but  on  cross-examina- 
tion no  history  of  convulsions,  change  of  colour,  &c.,  could 
be  obtained.  He  vomited  three  times  in  the  course  of  the 
day.     Pulse  about  90,  with  occasional  intermissions. 

On  February  3  patient  was  said  to  have  had  a  fainting 
attack  in  the  morning,  and  his  wife  stated  that  he  stared  in 
front  of  him,  and  did  not  recognise  her.  Vomiting  had 
ceased,  there  was  some  occipital  headache,  bowels  were  con- 
stipated, pupils  equal  and  of  medium  size,  pulse  still 
intermittent. 

At  7  P.M.  on  February  3  patient  was  conscious  and  per- 
fectly rational,  the  pupils  were  equal,  but  the  headache  was 
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rather  worse.  Duriuo-  the  last  twenty-four  hours,  however, 
retention  of  urine  had  set  in,  and  patient  was  removed  in  an 
ambulance  to  hospital  on  account  of  this  retention. 

Subsequently  it  was  ascertained  that  for  six  months  pre- 
viously patient  had  suffered  from  giddiness  and  noises  in  the 
head,  and  that  seven  years  previously,  whilst  serving  as  a 
soldier  in  Africa,  he  had  contracted  syphilis,  for  which  he  had 
had  no  treatment. 

Present  state. — On  admission  at  8  p.m.  patient  was  par- 
tially unconscious,  but  he  could  be  roused  sufficiently  to  open 
his  eyes  momentarily.  The  axillary  temperature  was  98°  F. 
Pulse  70,  irregular  in  force  and  intermitting  about  every 
fourth  beat,  incompi*essible.  Veins  not  distended.  Heart- 
sounds  normal.  Kespiration  natural  and  regular.  Abdomen 
not  retracted ;  no  priapism.  Urine  drawn  off,  sp.gr.  1025, 
neutral,  no  albumen ;  reduces  Fehling's  solntiou,  but  no 
reaction  was  obtained  with  caustic  potash.  Patient  is  very 
restless,  making  constant  attempts  to  get  out  of  bed.  There 
is  probably  some  headache,  as  he  occasionally  puts  his  hand 
to  his  head.  No  tenderness  of  the  scalp  on  percussion.  The 
eyes  deviate  for  the  most  part  to  the  right,  but  occasionally 
they  are  directed  straight  forward ;  no  movements  of  the 
eyes  to  the  left  were  seen.  Pupils  medium  in  size,  react  to 
light,  and  dilate  on  stimulating  the  skin  of  the  neck.  No  nys- 
tagmus was  seen  at  any  time.  No  paralysis  or  loss  of  sen- 
sation was  observed  in  the  face,  but  there  was  some  retraction 
of  the  head.  The  tongue  did  not  deviate  as  it  lay  in  the 
floor  of  the  mouth,  but  the  patient  cotild  not  be  roused  suffi- 
ciently to  protrude  it. 

Although  patient  was  constantly  moving,  the  following 
position  was  the  usual  one.  He  lay  on  his  left  side,  and 
there  was  some  retraction  of  the  head,  but  there  was  no  spinal 
curvature.  The  thighs  were  flexed  on  the  trunk^  and  the  legs 
on  the  thighs,  the  feet  forming  a  right  angle  with  the  legs.  The 
arms  were  by  the  side  of  the  trunk,  and  were  slightly  flexed; 
the  hands  were  held  prone,  and  the  wrists  were  markedly 
flexed ;  the  fingers  were  flexed  at  the  metacarpo-phalangeal 
and  extended  at  the  interphalangeal  joints.  Abdomen  was 
neither  retracted  nor  distended.  During  the  first  hour  after 
admission  the  patient  was  observed  to  roll  over  from  left  to 
right;  this  rolling  movement  was  observed  three  times,  and 
no  such  movements  in  the  opposite  direction  were  seen. 

There  were  some  rolling  movements  of  the  fingers  and 
thumbs  at  the  rate  of  five  or  six  to  the  second.    There  was  some 
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rigidity  of  the  arms  and  legs,  but  the  face  was  quite  flaccid. 
No  fibrillary  twitchings  were  seen. 

The  legs  were  occasionally  fully  extended.  Sensation  to 
pain  seemed  present  everywhere. 

Reflexes. —  (1)  Superficial  :  the  epigastric  and  abdominal 
were  present,  the  plantar  were  notably  increased. 

(2)  Deep:  jaw,  wrist,  elbow,  and  knee-jerks  were  all 
greatly  increased,  and  slight  ankle-clonus  was  present,  but  no 
other  clonus  was  elicited. 

No  involuntary  micturition  or  defsecation  occurred,  and  no 
vomiting. 

Eespiration  was  natural,  and  the  chest  and  abdominal 
movements  were  synchronous.  No  attempt  at  articulation 
was  made. 

At  9  P.M.  patient  became  quieter  and  the  pulse  increased 
to  100,  and  he  lay  quietly  on  his  back.  The  eyes  were 
directed  straight  forward,  and  the  limbs  became  lax.  The 
respirations  became  infrequent  and  sighing,  and  at  about 
10  P.M.  it  became  necessary  to  perform  artificial  respiration. 
Priapism  was  now  well  marked,  knee-jerks  absent,  and  the 
pupils  did  not  react  to  light.  Pulse  110.  Rectal  temperature 
99*2°.  Artificial  respiration  was  kept  up  for  four  hours,  the 
pulse  increased  to  150  and  became  weaker,  and  as  no  attempt 
at  spontaneous  respiration  occurred,  the  artificial  respiration 
was  stopped  at  2.10  a.m.  The  pulse  then  became  less  and 
less  frequent,  and  ceased  two  minutes  later.  No  convulsions 
occurred.  Temperature  at  midnight  was  97°  F.  in  the 
rectum. 

Post-mortem  examination  thirty-two  hours  after  death. 
Body  well  nourished.     Scar  on  prepuce. 

Heart  and  lungs  normal.     Aorta  showed  slight  atheroma. 

Liver  :  capsule  much  thickened  in  places,  and  there  were 
numerous  depressed  cicatrices  over  the  whole  of  the  surface, 
especially  of  the  left  lobe.  On  section  there  was  increase  of 
fibrous  tissue,  and  several  gummata  were  found  scattered 
through  the  organ. 

Kidneys,  intestines,  and  spleen  normal. 

Brain  :  the  convolutions  were  flattened.  There  was  no 
thickening  of  the  meninges.  On  the  under  surface  of  the 
pons  there  was  a  mass  of  clot  surrounding  the  basilar  artery, 
and  extending  upwards  on  the  sides  of  the  medulla  and  pons, 
and  also  to  a  slighter  extent  on  the  under  and  upper  surfaces 
of  the  cerebellum.  The  clot  on  the  under  surface  of  the  pons 
was  about  a  quarter  of  an  inch  in  thickness ;  on  the  uppei^ 
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surface  of  the  cerebellum  it  was  very  thin.  On  section  a 
small  amount  of  clot  was  found  in  the  third  ventricle  and 
still  less  in  the  lateral  ventricles ;  the  iter,  however,  and  the 
fourth  ventricle  were  distended  with  clot.  On  dissection  a 
fusiform  aneurysm  of  the  basilar  artery  was  found  in  the 
midst  of  the  mass  of  clot,  about  three  eighths  of  an  inch  loug 
and  a  quarter  of  an  inch  in  diameter. 

No  other  vessel  was  found  aneurysmal,  and  there  was  no 
blood  in  the  subdural  space. 

I  have  brought  this  case  before  the  Society  owing  to  the 
long  survival,  i.  e.  about  forty  hours  from  the  onset  of 
symptoms,  and  also  as  illustrating  the  apparently  trivial  cha- 
racter of  the  initial  symptoms,  i.  e.  slight  sickness  and  head- 
ache with  slight  irregularity  of  the  pulse  followed  later  by 
retention  of  urine.  The  case  also  shows  the  occurrence  of 
blood-clot  in  the  ventricles  from  extension  from  a  haemor- 
rhao-e  at  the  base  of  the  brain.  The  blood  extravasated  from 
the  ruptured  aneurysm  reached  the  ventricles  by  extending 
up  the  sides  of  the  medulla  and  so  into  the  fourth  ventricle, 
and  subsequently  reaching  the  others  through  the  iter. 

On  reviewing  the  symptoms  it  is  probable  that  the 
giddiness  and  noises  in  the  head  during  the  last  six  months 
of  life  were  caused  by  the  aneurysm.  The  rupture  of  the 
aneurysm  caused  the  initial  symptoms  of  headache,  vomiting, 
and  irregularity  of  the  pulse,  but  the  extravasation  of 
blood  being  small,  life  was  not  at  once  destroyed.  Later, 
the  gradually  increasing  extravasation  (or  perhaps  a  further 
rupture  dependent  on  moving  the  patient)  caused  the  ces- 
sation of  respiration  from  extension  of  the  clot  to  the  fourth 
ventricle. 
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II. — Two  Cases  of  Intra-cranial  Aneurysm  in  Young 
Adults i  unajfected  with  malignant  endocarditis  or 
syphilis.  By  W.  Hale  White,  M.D.  Read 
October  12,  1894. 

MARY  C,  £et.  34,  admitted  into  Guy's  Hospital  December 
29,  1893.  Previous  history. — Has  always  been  subject 
to  severe  headaches.  Three  months  ago  she  had  an  abscess 
in  her  right  ear ;  this  burst.  She  was  advised  by  Mr.  Purves 
not  to  go  far  from  medical  advice. 

Present  illness. — On  December  25,  while  at  dinner,  she 
suddenly  fell  off  her  chair,  was  picked  up  unconscious,  and 
remained  so  eight  minutes,  the  conjunctivae  being  insensitive, 
the  pupils  normal,  the  body  and  limbs  rigid.  On  coming- 
round  she  had  intense  headache,  and  was  violently  sick,  five 
times  in  half  an  hour,  and  occasionally  afterwards.  The 
headache,  which  was  very  severe,  as  though  the  head  were 
being  split  open,  prevented  sleep,  and  has  continued  since  the 
fit.  On  December  27  first  complained  of  aching  in  the  left  ear. 

On  admission. — Intense  headache,  increased  by  light,  and 
therefore  she  lies  with  her  eyes  shut.  She  cannot  bear  the 
weight  of  an  ice-bag  on  her  head;  tongue  furred,  bowels 
constipated,  no  discharge  from  the  ears.  Pulse  60,  resp.  20, 
temp.  100-4°;  left  optic  disc  hypereemic  and  a  little  indistinct. 

December  30. — Head  retracted,  great  pain  in  occipital 
region,  running  down  the  spine  to  the  sacrum ;  complains  of 
pain  about  the  left  ear ;  much  nausea,  vomited  once. 

December  31. — Pain  as  yesterday,  the  membrane  of  the 
left  ear  looks  healthy.  Left  optic  disc  as  yesterday.  No 
tenderness  in  mastoid  region  on  either  side;  sick  once. 

January  1. — Pulse  60,  temp.  100*4°,  resp.  20. 

January  2. — The  pain  down  the  back  is  very  severe. 
The  retraction  of  the  head  is  less,  there  is  slight  right  facial 
paralysis.  This  is  said  to  have  existed  before  the  illness 
began.  There  is  slight  diplopia.  The  headache  is  most 
intense  in  the  left  temporal  region.  Pulse  70,  resp.  22, 
temp.  100-4°. 

January  3, — Is  better  in  all  respects,  but  left  ptosis  is 
very  marked.     Pulse  74,  resp.  20,  temp.  99-6°. 

January  5. — Still  improving.  Hypereemia  and  mild 
blurring  of   left  disc  less,  ptosis    less,   but  there  is   slight 
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left  external  strabismus.  Pulse^  temperature,  and  respiration 
normal. 

January  6. — Not  so  well.  More  pain  and  throbbing, 
especially  in  the  left  temporal  region. 

January  7. — Headache  very  severe,  especially  over  left 
temple ;  complete  paralysis  of  left  tliird  nerve.  Pulse  60, 
resp.  20,  temp.  98-4°. 

January  8. — Headache,  especially  left  side,  very  intense. 
Left  pupil  does  not  react  to  light  or  accommodation.  Had 
a  slight  fit,  in  which  the  face  flushed,  the  right  eye  turned 
up,  and  the  teeth  were  tightly  fixed.  Much  hyperaesthesia 
down  the  spine.  In  the  evening  the  right  mastoid  antrum  was 
explored,  but  found  to  be  healthy.  Pulse  60,  resp.  16, 
temp.  97-8°. 

January  11. — Has  been  much  the  same.  Headache  and 
hyperassthesia  down  the  spine  still  very  marked.  Pulse  64, 
resp.  16,  temp.  100°. 

January  14. — The  headache  and  pain  down  the  spine  are 
worse.     Pulse  and  respiration  irregular,  temp.  100"6°. 

January  15. — The  head  is  retracted  again.  Had  a  fit 
like  the  last.     Pulse  100,  resp.  14,  temp.  101*4°. 

January  16. — Is  delirious  and  semi-conscious.  The  arms 
and  face  twitch  a  good  deal.     Pulse  108,  resp.  24,  temp.  101°. 

January  17. — Still  unconscious.  Much  twitching  of  face 
and  arms.     Pulse  148,  resp.  32,  temp.  104-6°. 

January  18. — Quite  unconscious.  At  1  a.m.  suddenly 
became  worse.  Respiration  slowing  down  to  4  to  the 
minute,  pulse  became  running,  and  she  died  in  ten  minutes. 
The  pulse  continued  after  the  respiration  had  stopped. 

During  her  illness  she  was  given  §  gr.  of  perchloride  of 
mercury  subcutaneously  every  night,  morphia  frequently  for 
the  headache.  Local  applications,  such  as  leeches,  were 
used,  but  they  did  not  relieve  the  pain. 

Post-mortem, — The  dura  mater  and  sinuses  were  healthy. 
Upon  removing  the  brain  there  was  a  large  amount  of  recent 
clot  on  the  under  surface  in  the  subdural  space,  and  a  less 
amount  of  clot  in  the  subarachnoid  space.  The  clot  had 
extended  into  the  fourth  ventricle,  where  it  formed  a  cast  of 
the  cavity.  The  fluid  in  the  ventricles  was  blood-stained. 
There  was  a  layer  of  clot  quite  an  eighth  of  an  inch  thick  all 
down  the  spinal  cord  in  the  subarachnoid  space.  All  the 
arteries  and  cerebral  tissues  were  normal,  except  that  there 
was  an  aneurysm,  ^  inch  long  and  i  inch  in  diameter,  which 
sprang  from  the  left  internal  carotid  just  before  its  bifurca- 
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tion.  This  pressed  on  the  left  third  nerve,  and  lay  alongside 
the  posterior  communicating  artery  without  implicating  it. 
There  was  a  large  aperture  in  the  aneurysm,  its  wall  was 
thick,  and  had  two  patches  of  atheroma  in  it.  The  heart 
was  quite  healthy,  and  there  was  no  evidence  of  syphilis. 

John  W.,  get.  21,  labourer,  was  admitted  into  Guy's 
Hospital  January  23,  1894. 

For  the  last  few  vreeks  he  had  been  complaining  of  pain 
of  a  neuralgic  nature  in  the  right  frontal  region. 

Present  illness. — That  morning,  January  23,  at  1  p.m., 
while  carrying  a  sack  of  coals,  he  was  observed  to  suddenly 
fall  down.  This  was  not  because  he  stumbled,  nor  because 
the  sack  caused  his  fall ;  he  was  not  observed  to  twitch  the 
face  or  limbs.  He  soon  came  round,  when  he  was  slightly 
sick.  He  was  then  put  into  a  cart  to  be  taken  home.  Being 
there  seized  with  another  attack,  in  which  the  limbs  were 
rigid,  he  was  brought  to  the  hospital. 

On  admission. — When  brought  into  the  surgery  he  was 
unconscious,  the  pupils  were  fixed  and  dilated,  the  eyeballs 
were  prominent.  There  was  some  right  external  strabismus. 
The  house  physician  thought  him  to  be  suffering  from  post- 
epileptic coma,  but  as  he  did  not  recover  he  was  taken  into 
the  ward  at  6  p.m.  He  was  then  noticed  to  be  well  nou- 
rished. He  lay  on  his  back  without  moving,  breathing  with 
stertor.  Limbs  were  quite  rigid,  extended,  and  slightly  ad- 
ducted.  From  time  to  time  there  w^  ei'e  slight  spasms  in  Avhich 
the  adduction  was  more  marked,  and  the  back  was  slightly 
arched,  and  the  jaw  became  rigid.  The  eyes  were  in  the 
same  condition  as  above  described.  There  was  no  optic 
neuritis  nor  atrophy,  but  on  the  outer  side  of  the  right  disc 
was  a  large  prominent,  dark  brick-red,  subretinal  swelling. 
This  encroached  a  little  on  the  disc,  and  was  four  times  the 
size  of  it.  It  was  thought  to  be  subretinal  haemorrhage. 
A  similar  swelling  was  seen  in  the  left  eye.  Reflexes. — On 
admission  both  plantar  and  both  knee-jerks  were  present,  left 
knee-jerk  was  increased;  left  ankle-clonus,  right  v.'as  absent. 
Elbow-  and  wrist-jerks  were  present  on  both  sides.  10  p.m., 
both  knee  and  plantar  greatly  increased,  ankle-clonus  obtain- 
able both  sides.  Elbow-  and  wrist-jerks  violent.  Throughout 
no  conjunctival,  cremasteric,  abdominal,  nor  epigastric  re- 
flexes could  be  obtained.  The  urine. — On  admission  at  6  p.m. 
the  bladder  was  greatly  distended,  two  pints  of  urine  were 
drawn    off;    sp.   gr.   1005;    copper  test   gave   2"5  per  cent. 
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sugar;  this  was  confirmed  by  yeast  and  phenyl-hydrazin 
tests.  Shortly  after  this  was  drawn  oif  the  urine  began  to 
flow  away  ;  that  collected  at  8.30  p.m.  contained  only  1  per 
cent,  of  sugar.  Some  obtained  post  mortem  contained  no 
sugar.  Between  admission  and  death  more  than  six  pints  were 
passed  and  drawn  off.  There  was  no  albumen^  and  it  was 
acid.  Pulse  slow,  52,  at  6  p.m.  Its  frequency  gradually 
increased;  at  1  a.m.  it  was  132.  It  went  on  beating  about 
half  an  hour  after  the  final  stoppage  of  breathing  at  1.30. 
Respiration,  24  on  admission,  remained  regular  till  1  a.m., 
when  it  became  irregular  and  rapid  (44).  It  stopped  at  1.30, 
and  he  became  cyauosed.  Artificial  respiration  was  then 
tried  for  half  an  hour  without  effect.  The  diaphragm  was 
never  paralysed.  Temperature  equal  on  the  two  sides,  96°, 
rising  to  97°  at  8.30.  At  8.30  the  rigidity  of  the  limbs 
passed  away,  the  spasms  ceased,  nor  could  they  be  induced 
reflexly  by  stimuli,  except  in  the  left  arm.  The  face  was 
flushed,  the  feet  were  very  cold. 

Post-mortem. — On  removing  the  skull  blood-clot  was 
found  in  both  the  subdural  and  subarachnoid  cavities.  It 
was  all  about  the  base  of  the  brain,  and  there  was  a  good 
deal  on  the  upper  surface.  The  hasmorrhage  had  passed 
forwards  in  the  sheath  of  the  optic  nerves,  which  were 
much  distended  with  blood-clot,  and  ultimately  tore  its  way 
forwards  under  the  retina.  There  was  no  blood-clot  in 
the  vertebral  canal.  The  source  of  the  hgemorrhage  was  an 
aneurysm,  the  size  of  a  small  marble,  which  sprang  from  the 
right  internal  carotid  artery  just  before  its  termination.  The 
aneurysm  contained  some  old  blood-clot,  and  its  w^alls  were 
atheromatous.  All  the  other  cerebral  vessels  were  quite 
healthy,  so  were  all  the  vessels  in  the  rest  of  the  body,  every 
organ  of  which  was  perfectly  healthy. 

I  thought  these  two  cases  worthy  of  the  notice  of  the 
Society  because  of  the  extreme  rarity  of  aneurysms  in  the 
first  half  of  life  apart  from  mah'gnant  endocarditis  or  syphilis. 

In  the  first  case  the  fact  that  the  patient  had  had  an 
abscess  in  the  right  ear,  and  complained  of  intense  pain  about 
the  left  ear,  made  us  strongly  suspect  meningitis  associated  with 
ear  disease.  During  life  the  occipital  headache  and  intense 
pain  and  tenderness  down  the  spine,  together  with  well- 
marked  retraction  of  the  head,  were  also  very  suggestive  of 
meningitis.  Probably  judged  by  the  result  of  the  post- 
mortem we  ought  to  read  the  case  thus.     That  the  woman 
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had  an  aneurysm  which  up  to  December  25  gave  rise  to  no 
symptoms  ;  then  it  suddenly  leaked,  causing  the  sudden  onset 
of  a  fit,  followed  by  loss  of  consciousness  and  vomiting. 
Somehow  this  leaking  ceased,  but  the  eifused  blood  gave  rise 
to  the  headache,  the  rise  of  temperature,  and  the  slow  pulse, 
and  passing  backwards  and  down  the  spine  caused  the  head 
to  be  retracted,  and  the  pain  and  tenderness  down  the  spine. 
As  the  clot  became  absorbed  the  patient  improved,  but  mean- 
while the  aneurysm  was  growing,  and  to  this  was  due  the  para- 
lysis of  the  left  third  nerve  and  the  pain  on  the  left  side  of 
the  head. 

On  January  15  a  second  rupture  took  place,  and  the 
effused  blood  caused  the  fatal  coma  and  the  rise  of  tem- 
perature to  104"6°.  It  is  interesting  to  observe  that  this 
also  was  a  slow  leaking,  for  the  patient  did  not  die  till 
January  18. 

Some  parts  of  the  clot  at  the  post-mortem  examination 
certainly  appeared  to  be  of  an  earlier  date  than  the  greater 
quantity,  but  it  was  impossible  to  be  positive  on  this  point. 

In  the  second  case  I  would  particularly  direct  attention 
to  the  hgemorrhage  which  could  be  seen  during  life  under 
the  retina  in  both  eyes,  and  to  the  excessive  secretion  of 
urine.  Glycosuria  in  meningeal  heemorrhage  is  not  very  sur- 
prising, but  the  fact  that  the  specific  gravity  of  the  urine  was 
only  1005  in  spite  of  containing  sugar  shows  how  excessive 
must  have  been  the  excretion  of  water  from  the  kidneys. 
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III. — A  ca.^e  of  Acute   Pancreatitis.     By  J.  E.  Paul, 
M.b.     Bead  October  12,  1894. 

CB.,  male,  set.  43,  walked  into  the  Out-patient  Depart- 
•  ment  of  University  College  Hospital  at  12  midday  on 
August  30,  1893,  and  complained  that  he  was  suffering  from 
constipation. 

The  history  he  gave  was  the  following.  His  bowels  were 
opened  on  the  26th  of  August,  but  not  being  opened  on  the  27th 
he  took  a  pill  that  evening  to  procure  an  evacuation.  The  pill 
failed  to  act ;  he  went  to  his  bed  feeling  quite  well,  but  was 
wakened  in  the  early  morning  with  a  sharp  pain  in  the 
abdomen  ;  the  pain  was  not  so  severe  as  to  make  him  cry  out 
or  roll  about.  The  pain  passed  off  in  the  course  of  a  few 
minutes,  and  he  went  to  sleep  again. 

On  Tuesday,  August  29,  he  had  a  return  of  the  pain  in 
the  abdomen,  but  '-  nothing  to  speak  of,"  as  he  said.  He 
vomited  twice  on  the  29th.  He  continued  at  his  work  until 
August  29. 

On  the  night  of  August  29  he  again  took  a  purgative  pill, 
but  obtained  no  relief. 

August  30. — Vomited  once  in  the  morning ;  had  very 
slight  pain  in  the  abdomen.     The  constipation  still  persisted. 

He  came  to  the  hospital  on  August  30. 

Previous  history. — Has  had  good  health  all  his  life ;  has 
had  no  serious  illnesses  and  no  previous  attacks  like  the 
present.  Says  he  is  a  moderate  drinker,  taking  two  pints  of 
beer  a  day.     No  history  of  syphilis. 

On  examination. — Patient  is  a  healthy-looking  man, 
tending  to  be  rather  obese ;  answers  all  questions  rationally  ; 
does  not  appear  to  be  in  pain ;  has  a  few  dilated  venules  on 
the  face.  Conjunctivae  dull,  slightly  yellowish.  Tongue 
slightly  furred.  Pulse  82,  fairly  full,  slightly  high  tension, 
regular;  temp.  100"6°. 

Abdomen. — Abdominal  walls  normal.  Fair  amount  of 
fat.  Umbilicus  depressed;  no  dilated  veins  to  be  seen;  the 
abdomen  is  full  and  slightly  distended. 

Movement. — No  diminution  of  movement,  regular  and 
equal  on  the  two  sides.  Abdomen  can  be  readily  manipu- 
lated without  causing  the  patient  any  pain.  There  was  some 
resistance  in  the  left  flank  over  the  region  of  the  descending 
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colon  ;  over  this  same  area  the  percussion  note  was  impaired. 
This  was  not  altered  by  rolling  patient  over  on  to  the  opposite 
side.  Percussion  note  over  rest  of  the  abdomen  normal. 
The  resistance  and  alteration  of  percussion  note  over  the 
area  of  descending  colon  was  thought  to  be  due  to  feeces. 
No  signs  of  fluid  in  abdomen. 

Rectal  examination. — Rectum  loaded  with  fasces,  other- 
wise normal. 

Patient  was  advised  to  come  into  the  hospital,  at  which 
he  expressed  great  surprise,  as  he  felt  perfectly  well  except 
for  the  constipation. 

On  admission  he  was  put  to  bed,  and  was  given  an  enema 
of  castor  oil  ^j,  and  soap  and  water  Oj,  at  3  p.m.  This 
brought  away  a  very  large  constipated  stool ;  no  blood  or 
slime  in  the  stool.  About  4.30  p.m.  he  was  noticed  to  be 
collapsed,  his  extremities  cold  and  clammy.  Radial  pulse 
only  just  perceptible;  temperature  102"6°.  On  being  asked 
if  he  had  any  pain,  he  said  he  had  none,  and  said  he  felt  all 
right.  Manipulation  of  abdomen  caused  no  pain  ;  physical 
signs  in  abdomen  as  before ;  the  dulness  in  left  flank  less 
marked. 

The  collapse  gradually  increased,  and  patient  died  at 
10.30  P.M.,  eight  hours  after  admission.  Temperature  just 
before  death  104°  F.  There  was  no  vomiting  while  patient 
was  in  the  hospital. 

Shortly  before  death  patient  passed  about  two  drachms  of 
urine.  This  was  somewhat  opaque,  acid  in  reaction,  and  con- 
tained about  a  quarter  albumen.  No  sugar.  Under  the 
microscope  a  few  red  corpuscles  and  hyaline  and  granular 
casts  were  seen. 

Autopsy  twelve  hours  after  death.  Post-mortem  staining 
well  marked.  On  opening  the  abdomen  nothing  abnormal  was 
to  be  seen.  On  raising  the  intestines  about  ^ij  of  ^-n  opaque 
fluid  were  seen  in  the  pelvis.  Intestines  looked  healthy, 
no  injection,  no  lymph;  they  were  not  distended.  On 
lifting  up  the  stomach,  the  posterior  surface  was  seen  to  be 
glued  to  the  peritoneum  covering  the  pancreas  by  thin  recent 
lymph.  The  peritoneum  covering  the  pancreas  was  thickened 
and  (Edematous. 

The  stomach  on  being  opened  was  found  to  be  healthy,  no 
signs  of  irritation.  No  perforation,  nor  was  anything  ab- 
normal detected  in  duodenum  or  intestines. 

Pancreas  :  on  the  peritoneal  surface  was  a  small  quantity 
of  recent  lymph.     The  head  of  the  pancreas  was  normal,  but 
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the  vest  of  the  organ  was  considerably  swollen.  On  making 
a  section  through  the  pancreas,  extending  from  the  middle  to 
the  tail  of  the  pancreas  were  seen  necrotic  patches  with  small 
hasmorrhages,  the  haemorrhages  vaiying  in  size  from  a  pin's 
head  to  a  split  pea.  These  haemorrhages  were  most  marked 
in  the  tail  of  the  pancreas.  No  abscess  was  found  in  the 
pancreas,  no  blood  in  the  peritoneum  or  subperitoneal  tissues. 
Kidneys  normal  except  that  the  tubules  seemed  to  be  unduly 
injected.  Mesentery  uormal,  no  fat  necrosis.  Other  organs 
healthy. 

Microscopical  examination. — Pancreas  :  on  examination  of 
the  section  the  glandular  structure  of  the  organ  was  only  made 
out  with  some  difficulty,  the  acini  showed  a  considerable 
amount  of  disintegration,  and  in  parts  they  were  completely 
destroyed.  Small  htemorrhages  were  seen  dotted  through  the 
section,  also  a  considerable  amount  of  blood-pigment.  No 
micro-organisms  could  be  detected. 

Kidneys  showed  well-marked  cloudy  swelling,  otherwise 
normal.    No  micro-organisms  detected.    Other  organs  healthy. 
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IV. — A  Fatal  Form  of  Tetany  associated  vntli  chronic 
dilatation  of  the  stomach.  By  W.  Soltau  Fenwick, 
M.D.     Read  October  12,  1894. 

CASE  1. — A  man  set.  34  years  was  admitted  into  the 
London  Hospital  on  February  26,  1893,  under  the  care 
of  Dr.  Smith,  suffering  from  severe  vomiting,  with  cramps  in 
the  arms  and  legs. 

The  patient  was  a  carpenter  by  trade,  and  had  always 
enjoyed  good  health  until  sis  months  previously,  when  he 
began  to  experience  pain  in  the  stomach  after  his  meals, 
accompanied  by  nausea  and  often  by  vomiting.  There  was 
no  family  history  of  any  importance.  He  had  never  been  a 
heavy  drinker,  and  had  never  suffered  from  syphilis.  He 
stated  that  two  days  before  admission  (February  24)  he  was 
suddenly  attacked  with  violent  vomiting,  and  a  few  hours 
afterwards  with  severe  cramps  in  the  hands  and  legs,  which 
prevented  him  from  walking. 

On  admission  the  patient  was  found  to  be  a  well-built  and 
well-nourished  man.  The  lips  and  cheeks  were  slightly 
congested,  the  temp.  97°  F.,  the  pulse  weak  but  regular,  80 
per  minute,  and  the  respirations  24  per  minute.  The  arms 
were  slightly  abducted,  the  elbows  flexed,  and  the  fingers 
bent  at  the  metacarpal  and  phalangeal  joints.  The  thumbs 
were  also  flexed  and  adducted  toward  the  median  line  of  the 
palm.  The  legs  were  extended  upon  the  thighs,  and  the 
soles  of  the  feet  somewhat  inverted,  with  extension  of  the 
ankle-joints.  Considerable  pain  was  experienced  when  at- 
tempts were  made  to  alter  the  position  of  the  affected  limbs. 
Both  the  plantar  reflexes  and  knee-jerks  were  exaggerated. 
The  bowels  had  not  been  opened  for  two  days,  nor  had  any 
urine  been  voided  for  the  same  period  of  time.  On  passing  a 
catheter  seven  and  a  half  ounces  of  dark-coloured  urine,  con- 
taining a  trace  of  albumen,  was  drawn  off.  No  abnormal 
physical  signs  could  be  detected  in  the  chest,  and  the  heart- 
sounds  were  clear.  The  pupils  were  contracted,  but  reacted 
slightly  both  to  light  and  accommodation.  The  fundi  were 
normal.  The  abdomen  appeared  to  be  generally  distended, 
and  was  painful  on  pressure.  The  lower  border  of  the 
stomach  reached  to  the  umbilicus,  and  a  distinct  splash  was 
audible  on  manipulation.     The  patient  vomited  several  times 
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within  the  first  few  hours  of  his  I'esidence  in  the  hospital,  the 
ejecta  being  bile-stained,  exceedingly  sour-smelling,  and  of 
considerable  quantity. 

The  following  day  the  pulse  was  of  fair  volume  and 
regular,  76  per  minute.  There  were  no  signs  of  dyspnoea, 
but  slight  cyanosis  was  noticeable.  The  bowels  had  reacted 
to  a  dose  of  elaterium,  but  the  patient  still  suffered  from 
retention  of  urine.  When  the  bladder  had  been  emptied  by 
means  of  a  catheter  the  fluid  was  found  to  contain  a  trace  of 
albumen.  The  tonic  spasm  of  the  muscles  of  the  arms  and 
legs  still  continued,  and  frontal  headache  was  complained  of. 
There  was  no  alteration  in  the  sensibility  of  the  skin  of  the 
affected  parts,  and  the  intellect  was  quite  clear.  The  vomit- 
ing was  still  troublesome. 

The  next  day  (March  1)  the  cramps  had  disappeared,  and 
the  patient  declared  himself  much  better.  In  the  evening, 
however,  he  was  again  attacked  by  severe  spasm  in  the 
muscles  of  the  extremities,  preceded  as  on  the  former  occa- 
sion by  profuse  vomiting.  He  also  complained  of  occasional 
twitchings  in  the  muscles  of  the  face  and  mouth.  The  pupils 
were  contracted,  but  reacted  both  to  light  and  to  accommo- 
dation. The  kuee-jerks  and  superficial  reflexes  were  exag- 
gerated. The  skin  over  the  outer  side  of  the  left  thigh  and 
leg  was  slightly  hypergesthetic.  This  attack  of  spasm  lasted 
several  hours,  and  finally  disappeared  as  suddenly  as  it  had 
shown  itself. 

On  March  4  the  spasms  recurred  while  the  patient  was 
under  observation.  The  fingers  of  both  hands  were  firmly 
flexed,  and  pressed  over  the  thumbs  toward  the  palm  of  the 
hand.  The  legs  became  rigidly  extended  and  adducted, 
while  the  feet  assumed  the  position  of  equino-varus.  The 
patient  complained  of  great  pain  in  the  affected  muscles,  but 
there  was  no  elevation  of  the  temperature  nor  any  modification 
of  cutaneous  sensation  to  be  observed.  The  attack  subsided 
in  about  fourteen  hours,  leaving  the  patient  in  a  weak  and 
very  drowsy  condition.  The  urine  was  retained  during  the 
continuance  of  the  spasm,  and  when  finally  voided  was  found 
to  contain  a  trace  of  sugar  but  no  albumen. 

During  the  next  ten  days  the  patient  enjoyed  a  respite 
from  his  disease.  He  could  move  his  legs  easily,  and  walk 
with  comfort.  The  urine  was  passed  in  a  voluntary  manner, 
and  appeared  to  be  perfectly  normal.  The  reflexes,  both 
superficial  and  deep,  were  less  exaggerated  than  previously. 

On  March  14  the  patient  was  seized  with  severe  vomiting, 
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and  a  few  hours  later  the  tonic  spasms  again  made  their 
appearance,  and  lasted  for  an  hour  and  a  half. 

Three  days  later  the  tetany  exhibited  itself  for  the  fifth 
time,  preceded  as  usual  by  severe  vomiting.  This  attack  was 
accom})auied  by  intense  vertical  headache,  but  only  lasted 
for  a  short  time. 

From  the  17th  to  the  31st  of  March  the  patient  remained 
free  from  nervous  symptoms.  He  complained,  however,  of 
pain  in  the  epigastrium  after  meals,  and  on  one  oi-  two  occa- 
sions he  vomited  his  food.  The  limbs  were  quite  free  from 
rigidity,  and  he  could  walk  about  the  ward. 

On  April  4  vomiting  recommenced,  and  several  pints  of 
bilious  fluid  were  ejected  during  the  course  of  a  few  hours. 
The  tonic  spasm  of  the  extremities  returned  quite  suddenly, 
and  at  the  same  time  the  patient  complained  of  stiffness  of 
the  face  and  neck.  The  urine  was  found  to  contain  a  trace 
of  albumen,  when  withdrawn  by  a  catheter,  and  the  pupils 
were  contracted  to  the  size  of  pin-holes.  During  the  course 
of  the  next  few  hours  the  pain  and  stiffness  in  the  muscles  of 
the  face  increased,  and  the  jaw  became  affected  in  a  similar 
manner,  so  that  great  difficulty  was  experienced  in  swallow- 
ing. The  respiration  became  jerky  in  type,  the  temperature 
rose  to  102°  F.,  and  the  patient  succumbed  to  respiratory 
failure  about  twelve  hours  after  the  onset  of  his  seventh 
attack  of  tetany. 

At  the  necropsy  the  stomach  was  found  to  be  consider- 
ably dilated,  and  in  close  proximity  to  the  pylorus  there  was 
a  chronic  ulcer,  which  by  its  contraction  had  given  rise  to 
partial  stenosis  of  the  orifice.  The  brain  and  kidneys  were 
apparently  healthy,  and  no  other  visceral  disease  could  be  dis- 
covered. 

The  case  which  has  just  been  narrated  was  originally 
admitted  into  the  hospital  as  an  instance  of  kidney  disease 
with  urasmic  convulsions ;  but  the  peculiar  character  of  the 
spasms,  combined  with  the  absence  of  cerebral  symptoms  and 
any  direct  evidence  of  Bright's  disease,  were  considered  suffi- 
cient to  negative  the  provisional  diagnosis,  and  the  case  was 
subsequently  regarded  as  an  example  of  tetany.  But,  unlike 
ordinary  tetany,  the  spasmodic  attacks  were  invariably  ushered 
in  by  severe  vomiting,  during  which  several  pints  of  fluid 
were  often  ejected,  while  in  the  intervals  of  the  disease  the 
patient  suffered  much  from  epigastric  pain,  and  presented  the 
signs  of  a  dilated  stomach.  It  will  also  be  remembered  that 
his    previous    history    indicated    the    probability    of    gastric 
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ulceration  being  present.  This  curious  association  of  tonic 
spasm  of  the  muscles  of  the  extremities  with  severe  gastric 
symptoms  would  in  all  probability  have  escaped  notice,  had  it 
not  been  for  the  fact  that  Kussmaul,  in  the  year  1869,  bad 
published  three  cases  of  a  similar  nature,  two  of  which  proved 
fatal.  Since  that  time  the  so-called  "tetany  of  gastric 
orio-in"  has  attracted  considerable  attention  on  the  Continent, 
and  in  consideration  of  the  great  practical  interest  which  is 
attached  to  this  unusual  complaint  I  would  venture  to  offer 
a  few  remarks  concerning  its  clinical  symptoms  and  treat- 
ment. 

In  addition  to  Kussmaul's  original  cases  I  have  been 
able  to  collect  the  records  of  twenty-three  instances  of  the 
disease,  making  in  all  a  total  of  twenty-six.  Of  this  number 
twenty  were  males  and  only  six  females.  The  average  age  at 
which  the  disease  appeared  was  forty-eight,  the  youngest 
patient  being  twenty-six  and  the  eldest  sixty-six.  In  the 
great  majority  of  the  cases  the  symptoms  of  gastric  disease 
had  existed  for  many  years  prior  to  the  onset  of  the  nervous 
affection,  and  in  only  two  instances  out  of  the  entire  number 
for  a  period  of  less  than  twelve  months.  Out  of  fourteen  cases 
where  an  accurate  account  of  the  post-mortem  examination  is 
recorded,  no  fewer  than  ten  exhibited  a  dilated  stomach  due 
to  the  contraction  of  a  chronic  ulcer  in  the  pyloric  region.  In 
two  cases  the  gastric  dilatation  was  dependent  upon  the  cica- 
trisation of  a  simple  ulcer  in  the  first  portion  of  the  duodenum  ; 
in  one  instance  cancer  of  the  pylorus  co-existed  with  chronic 
ulcer,  and  in  only  one  case  was  the  increase  in  the  size  of  the 
organ  found  to  depend  upon  simple  atony  of  its  walls.  In 
addition  to  these  facts,  three  cases  which  ended  in  recovery 
suffered  from  repeated  attacks  of  hfematemesis,  so  that  it  is 
obvious  that  in  at  least  61  per  cent,  of  the  cases  the  dilatation 
of  the  stomach  was  a  long-standing  affection,  and  owed  its 
origin  to  the  presence  of  a  chronic  ulcer  in  the  immediate 
vicinity  of  the  pyloric  orifice. 

With  only  two  exceptions  a  severe  attack  of  vomiting  in- 
variably preceded  the  onset  of  the  nervous  symptoms,  and  in 
most  instances  proved  so  marked  a  feature  in  the  case  that 
Kussmaul  was  induced  to  regard  it  as  standing  in  causal 
relationship  to  the  convulsive  seizures. 

Although  most  of  the  writers  on  the  subject  have  referred 
to  the  disease  as  a  variety  of  tetany,  a  careful  consideration  of 
the  clinical  features  presented  by  the  various  cases  is  sufficient 
to  demonstrate  the  fact  that  a  tonic  contraction  of  the  mus- 
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cles  of  the  extremities  is  not  the  only  symptom  of  the  disease, 
but  that  general  convulsions  of  a  tetanic  or  epileptiform 
nature  are  extremely  apt  to  supervene. 

The  nervous  symptoms  should  therefore  be  divided  into 
three  classes  : 

1.  A  form  of  tonic  contraction  of  the  muscles  of  the  hands, 
forearms,  feet  and  legs,  closely  allied  in  its  general  features 
to  true  tetany. 

2.  An  intermittent  form  of  spasm  attacking  the  muscles 
of  the  trunk,  especially  those  of  the  jaw,  neck,  back,  and  respi- 
ratory system. 

3.  General  convulsions  of  short  duration,  closely  resem- 
bling ordinary  epileptic  fits. 

These  last  two  varieties  never  occur  alone,  but  always  in 
association  with  the  first  mentioned. 

Attacks  of  tetany  similar  to  those  which  occurred  in  the 
case  I  have  cited  at  length  were  noted  in  every  one  of  the 
twenty-six  instances  of  the  disease,  and  it  must  therefore  be 
allowed  that  this  variety  constitutes  the  fundamental  type 
of  the  disorder.  It  usually  exhibits  itself  shortly  after  an 
attack  of  vomiting,  and  is  solely  confined  to  the  muscles  of 
the  extremities.  In  the  most  typical  instances  the  elbows  are 
slightly  flexed,  the  forearms  pronated,  and  the  arms  adducted 
to  the  side.  The  fingers  of  the  hands  are  firmly  bent  over 
the  thumb,  which  is  adducted  toward  the  middle  line  of  the 
palm.  Considerable  pain  is  often  experienced  during  the 
continuance  of  the  spasm,  and  in  many  instances  the  affected 
limbs  appear  blue,  and  are  perceptibly  cold  to  the  touch. 
The  condition  of  the  superficial  reflexes  is  variable,  but  the 
deep  reflexes  are  usually  much  exaggerated,  and  in  many  cases 
the  muscles  react  more  readily  than  normal  to  the  interrupted 
current.  In  some  cases  it  was  noticed  that  a  spasm  could  be 
induced  either  by  percussing  the  skin  over  the  epigastrium, 
by  compressing  the  main  nerve  or  artery  of  the  limb,  or  by 
the  administration  of  an  enema.  In  not  a  few  instances- 
the  first  attack  appeared  to  follow  an  attempt  to  wash  out  the 
dilated  stomach. 

The  other  phenomena  associated  with  this  condition  are 
neither  uniform  nor  of  great  importance.  The  pupils  are  often 
contracted,  but  this  is  by  no  means  invariable.  Severe  head- 
ache is  a  frequent  symptom,  and  not  infrequently  profuse 
perspirations  are  a  noticeable  feature  of  the  case.  Eetention 
of  urine  is  often  observed  as  an  accompaniment  of  the  attack, 
and  when  the  urine  is  drawn  off  it  is  sometimes  found  to 
VOL.  XXVIII.  2 
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contain  either  albumen  or  sugar.  Cutaneous  sensibility  rarely 
undergoes  any  decided  alteration,  but  in  two  of  the  recorded 
cases  transient  lij^pertestliesia  was  observed.  The  pulse  is  full 
and  regular,  the  breathing  quick  and  generally  shallow,  and  the 
face  and  extremities  occasionally  show  signs  of  cyanosis. 
The  temperature  of  the  body  remains  at  the  normal  point 
during  an  attack,  and  the  intellect  is  unaffected. 

In  the  majority  of  the  cases  the  first  attack  is  followed 
within  a  short  period  of  time  by  several  others,  but  occasion- 
ally the  initial  seizure  is  separated  from  the  second  by  an  in- 
terval of  several  days,  or  even  months.  The  actual  duration 
of  the  spasm  is  also  liable  to  considerable  variation,  lasting  in 
some  cases  from  five  minutes  to  three  or  four  hours ;  while 
in  others,  again,  it  does  not  subside  for  several  days. 

Of  the  sixteen  cases  of  simple  tetany,  eight  (or  50  per  cent.) 
ended  fatally,  death  being  ushered  in  by  delirium,  a  quick 
pulse,  a  rapid  rise  of  temperature,  and  finally  by  coma  with 
dilated  pupils. 

Such  is  a  brief  outline  of  the  various  symptoms  which 
usually  present  themselves  during  the  course  of  the  disease ; 
and  it  Avill  be  noticed  that  one  of  the  great  distinctions 
between  this  form  of  tonic  spasm  and  the  disorder  known 
as  tetany  lies  in  the  extremely  fatal  nature  of  the  former  com- 
plaint. But  I  would  hei-e  venture  to  suggest  that  slight 
instances  of  tetany  associated  with  chronic  dilatation  of  the 
stomach  are  really  much  more  common  than  is  at  present 
believed,  and  in  support  of  this  statement  would  refer  to  a 
case  for  the  notes  of  which  I  am  indebted  to  Dr.  Samuel 
Fenwick. 

Case  2. — A  gardener,  forty-six  years  of  age,  was  admitted 
into  hospital  in  1888,  suffering  from  chronic  dilatation  of  the 
stomach.  It  appeared  from  his  history  that  he  had  always 
enjoyed  excellent  health  until  the  age  of  forty-two,  when  he 
began  to  suffer  from  pain  in  the  epigastrium  after  food,  which 
was  sometimes  followed  by  vomiting.  For  three  years  these 
symptoms  became  gradually  aggravated  until  he  was  unable  to 
swallow  any  form  of  solid  food  without  severe  pain,  and  was 
accustomed  to  vomit  several  pints  of  sour  fluid  once  or  twice 
a  week.  But  the  immediate  cause  of  his  seeking  medical 
advice  was  his  intense  dread  of  experiencing  a  return  of  what 
he  termed  "  the  convulsion  spasms."  It  seemed  that  during 
the  recent  cold  weather  he  had  been  two  or  three  times 
attacked  by  sudden  and  severe  vomiting,  and  almost  imme- 
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diately  afterwards  the  hands  and  feet  had  become  stiff  and 
painful,  and  he  had  suffered  from  cramps  in  the  calves  of  the 
legs.  He  stated  that  the  hands  were  clenched  with  the 
thumb  inside,  the  feet  drawn  down,  and  the  toes  bent 
toward  the  sole.  The  spasms  lasted  several  hours  on  each 
occasion,  and  left  the  limbs  sore.  During  the  attacks  he 
could  not  walk. 

On  examination  the  patient  was  found  to  be  extremely 
thin  and  anasmic.  The  heai't-sounds  were  weak  but  clear, 
and  the  lungs  presented  no  signs  of  disease.  The  stomach 
was  greatly  dilated,  and  its  lower  border  extended  to  a  spot 
three  inches  below  the  umbilicus,  and  a  loud  splash  was 
audible  on  manipulation,  while  pressure  over  the  pyloric 
region  caused  pain.  There  was  no  tumour  to  be  felt.  The 
bowels  were  obstinately  confined,  and  the  temperature  of  the 
body  was  slightly  below  the  normal  point.  The  urine  con- 
tained neither  albumen  nor  suo*ar.  Partial  stenosis  of  the 
pylorus,  due  to  the  contraction  of  a  chronic  ulcer  in  its  vicinity, 
was  diagnosed,  and  the  stomach  was  accordingly  emptied  by 
means  of  a  soft  tube,  and  the  organ  thoroughly  washed 
out.  Under  this  method  of  treatment,  combined  with 
careful  dieting,  the  patient  rapidly  improved,  and  finally 
left  the  hospital  after  having  learnt  to  perform  lavage 
for  himself.  In  May,  1892,  he  again  made  his  appear- 
ance. He  stated  that  since  his  discharge  from  the  hos- 
pital he  had  continued  to  use  the  stomach-tube  several  times 
a  week,  with  the  result  that  the  pain  and  vomiting  had  been 
less  severe  than  formerly,  and  the  spasms  had  never  troubled 
him  again.  The  stomach  was  still  dilated,  but  the  patient 
had  gained  several  pounds  in  weight.  For  the  last  two 
years  there  has  been  no  news  of  him. 

Although  the  notes  of  this  case  are  very  incomplete,  inas- 
much as  the  nervous  symptoms  were  not  observed  by  a  medical 
man,  there  can  be  little  doubt  that  the  so-called  spasms 
were  in  reality  closely  akin  to  those  previously  described, 
a  recurrence  of  which  it  is  probable  the  active  treatment 
by  lavage  had  tended  to  prevent. 

In  seven  out  of  the  sixteen  cases  the  condition  of 
simple  tetany  was  complicated  by  the  occurrence  of  con- 
vulsive attacks  affecting  the  muscles  of  the  neck,  jaw,  back, 
and  face.  These  seizures  took  the  form  of  intermittent 
spasms  which  lasted  from  a  few  minutes  to  half  an  hour,  and 
generally  left  the  muscles  in  a  state  of  semi-rigidity.     During 
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their  continuance  the  patient  was  unable  either  to  open  the 
mouth  or  to  swallow,  and  in  several  instances  opisthotonos 
was  a  well-marked  symptom.  This  variety  of  convulsion, 
which  so  often  made  its  appearance  in  these  cases,  must  con- 
sequently be  considered  as  a  form  of  tetanus ;  and,  like 
the  surgical  variety  of  that  disease,  its  appearance  was  always 
a  sign  of  the  deadliest  import,  for  in  every  one  of  the  seven 
instances  death  ensued  from  failure  of  the  respiration. 

In  three  cases  out  of  the  entire  number  the  condition  of 
tetany  was  said  to  have  been  associated  with  convulsions 
which  were  indistinguishable  in  their  clinical  features  from 
those  of  ordinary  epilepsy.  The  fits  were  usually  repeated 
in  rapid  succession,  and  two  out  of  the  three  cases  proved 
fatal. 

From  these  facts  it  would  appear  that,  in  a  case  of  tetany 
associated  with  chronic  dilatation  of  the  stomach,  the  super- 
vention of  delirium,  a  rapid  rise  of  temperature,  and  coma 
with  dilated  pupils  are  signs  of  serious  import ;  while  in 
those  cases  where  spasms  of  a  tetanic  or  epileptiform  nature 
manifest  themselves  the  prognosis  is  exceedingly  grave. 

Etiology. — Three  theories  have  been  advanced  to  explain 
the  occurrence  of  these  convulsions  in  cases  of  dilated 
stomach. 

1.  Kussmaul  supposed  that  the  severe  vomiting  which 
usually  pi'eceded  the  onset  of  the  nervous  phenomena  so 
diminished  the  quantity  of  fluid  in  the  circulation  as  to 
render  the  nervous  and  contractile  tissues  abnormally  dry; 
and  that  in  this  condition  of  excessive  irritability  any  slight 
stimulus  was  suflicient  to  excite  reflex  spasm.  But  in  the 
cases  in  question  there  is  never  any  evidence  of  such  severe 
depletion  of  the  circulatory  system;  on  the  contrary,  the 
pulse  remains  full  and  of  good  tension,  and  the  patient  never 
exhibits  the  withered  and  shrunken  aspect  of  a  dehydrated 
individual.  It  may  also  be  noticed  that  in  two  of  the 
recorded  instances  the  initial  vomiting  was  entirely  absent. 
Of  late  years  Kussmaul  himself  has  expressed  the  opinion 
that  the  dehydration  theory  is  quite  untenable. 

2.  It  has  been  suggested  that  the  muscular  rigidity  is 
brought  about  in  a  reflex  manner  by  irritation  of  the  nerve 
endings  of  the  pneumogastric  in  the  mucous  membrane  of  the 
stomach.  But  here,  again,  no  satisfactory  evidence  has  been 
adduced  in  support  of  such  an  origin  of  the  disease,  nor  has 
the  introduction  of  the  gastric  contents  from  these  cases  into 
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the  stomaclis  of  inferior  animals  been  followed  by  any  phe- 
nomena of  interest. 

3.  The  most  plausible  supposition  appears  to  be  that  in 
such  cases  an  organic  poison  is  manufactured  in  the  stomachy 
which  by  its  subsequent  absorption  into  the  general  circu- 
lation acts  upon  the  various  nervous  centres  as  a  convulsant. 
It  is  known  that  in  the  case  of  tetanus  the  poison  which  is 
responsible  for  the  convulsions  is  absorbed  from  the  site  of 
its  local  manufacture^  and  it  is  therefore  not  unreasonable  to 
suppose  that  a  stomach  whose  contents  is  literally  teeming 
with  putrefactive  organisms  might  occasionally  prove  a 
convenient  receptacle  for  the  development  of  a  specific 
bacillus. 

Another  point  in  support  of  this  theory  is  the  well-known 
fact  that  in  cases  of  poisoning  by  certain  convulsants,  such 
as  strychnine,  a  spasm  can  often  be  induced  by  slight  forms 
of  peripheral  irritation ;  and  it  has  already  been  noticed  that 
in  these  cases  of  tetany  the  mere  percussion  of  the  skin  over 
the  epigastrium  or  the  administration  of  an  enema  was  suf- 
ficient to  induce  an  attack. 

More  recently  Bouveret  and  Devic  have  drawn  attention 
to  the  fact  that  many  of  the  recorded  cases  exhibited  a 
hypersecretion  of  hydrochloric  acid,  and  they  state  that  they 
have  been  able  to  isolate  a  substance  from  the  contents  of 
the  stomach,  closely  allied  in  its  chemical  reactions  to 
syntonin,  which  is  capable  of  producing  general  convulsions 
when  injected  into  the  circulation  of  various  animals. 

Treatment. — Whatever  may  be  the  exact  pathology  of 
the  disease,  there  can  be  no  doubt  that  the  main  indication 
for  treatment  lies  in  the  systematic  use  of  the  stomach-tube. 
It  is  true  that  in  several  of  the  recorded  cases  the  passage  of 
the  tube  appeared  to  excite  an  attack  of  tetany,  but  when 
this  method  of  treatment  was  persevered  with  the  result  was 
usually  a  happy  one,  and  in  several  instances,  as  in  the 
second  which  I  have  cited  at  length,  the  convulsions  never 
reappeared  after  the  organ  was  once  thoroughly  cleansed  and 
maintained  in  a  comparatively  aseptic  state.  Warm  water  is 
usually  sufficient  for  this  purpose,  but  if  it  is  considered 
necessary  to  employ  some  antiseptic,  resorcin  or  naphthol 
will  be  found  to  answer  best. 
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■0 

Dilatation    of     stomach 
from  atony. 

Stomach    dilated    from 
cicatrising   ulcer    near 
pylorus. 

Stomach  dilated ;  chronic 
ulcer  near  pylorus. 

Cancer  of  pylorus   and 
chronic        ulcer         of 
stomach. 

1 

Death 
(coma) 

Death 
(coma) 

Death 

Death 
(coma) 

Recovered 

Death  (from 
gastric   dis- 
ease) 
Recovered 

1 

2 
c 
S 
>. 

3 
o 

t 

o 

"S 

Tetany  of  extremities  for  13  hours 

Two  attacks   of  tetany,  with   interval   of   2 

months ;   second   attack  proved  fatal  in  6 

hours 
Two  attacks  of  tetany  each  lasting  8  to  10 

hours ;  sudden  and  fatal  attack  of  general 

tetanus 

Three   attacks  of  tetany  in  48  hours;   each 
attack  lasted  about  3  hours 

Three  attacks  of  tetany 

Tetany  for  i  hour 

Tetany  of  arms  and  hands 

o  S 

II 

Several  years 

Several  years 
8  years 

1  year 

Several  years 
6  months 

Some  time 

CO 

s          s'      ^        fe*      g*   &;      s 

CO                     cq           ■*                CO           05      i>           »ft 
05                        -^             CO                   CO             CO        05             ■>«< 

o 

"3 

De  Baurmann 
{Soc.  Med.  des 
Hopitaux  de 
Paris,  March, 
1889) 
Merlin 
{La  Loire  medi- 
cate, Nov.,  1890) 

Loeb 
{Deui.  Archiv/. 
klin.  Med.,  4,6,  i, 

1889,  p.  95) 

Bouveret  et  Devic 

{Revue  de  Med., 

Feb.,  1892) 
Bouveret  et  Devic 

(ibid.) 

Bouveret  et  Devic 

(ibid.) 

Thomson 

{Ann.   Univ.  Med. 

Sciences  (Sajous), 

1888,  p.  381 
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DESCRIPTION  OF  PLATE, 

To  illustrate  Mr.  F.  S.  Eve's  Case   of   Tubercular   Lymphangitis  of 
Forearm  and  Arm  following  Inoculation  of  Index  Finger. 

Several  tuberculous  abscesses  covered  with  thin  livid  skin  follow 
the  course  of  the  lymphatics  of  the  forearm  and  inner  side  of  the  arm. 
At  the  base  of  the  index  finger  is  a  superficial  ulceration. 
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V. — A  Case  of  Tubercular  Lympliangitis  foUoicing  ino- 
culation {?)  of  finger.  By  Frederic  Eve.  Read 
October  12,  1894. 

ELIZABETH  F.,  tet.  47,  was  seen  by  me  as  an  out-patient 
at  the  London  Hospital  on  February  14,  1890.  The 
disease  commenced  by  what  she  termed  a  whitlow  on  the  left 
index  fiuger.  About  two  months  before  she  came  under 
observation  a  sore  appeared  on  the  dorsum  of  the  finger, 
which  healed  and  then  broke  down  again.  Five  or  six 
weeks  later  the  arm  became  painful,  red,  and  several  swell- 
ings made  their  appearance. 

Condition  ichen  first  seen. — On  the  dorsum  of  the  left 
index  finger  just  above  the  distal  joint  was  a  superficial 
sinus,  surrounded  by  a  small  superficial  ulceration  covered 
with  flabby  granulations.  The  sinus  did  not  communi- 
cate with  diseased  bone.  At  the  base  of  the  finger  over  the 
metacarpo-phalangeal  joint  was  a  superficial  cold  abscess. 
Three  similar  prominent  fluctuating  swellings,  covered  with 
thinned  and  livid  skin,  were  distributed  in  linear  series  along 
the  dorsum  of  the  forearm,  and  possibly  corresponded  to  the 
valves  on  the  lymphatics.  On  the  inner  surface  of  the  lower 
third  of  the  upper  arm,  and  near  the  flexure  of  the  elbow- 
joint,  were  several  firm  nodules  the  size  of  haricot  beans,  and 
some  large  and  softer  nodules.  The  firmer  masses  appeared 
to  be  tubercular  formations  around  the  lymphatics  Avhich 
had  not  yet  suppurated.  In  the  axilla  were  some  much 
enlarged  lymphatic  glands. 

She  could  not  remember  to  have  injured  or  wounded  the 
index  finger;  and  no  consumptive  had  resided  in  the  same 
house.  She  had  never  spat  blood,  and  there  was  no  evidence 
of  phthisis  or  other  tubercular  lesion. 

A  diagnosis  of  primary  tuberculosis  of  finger  with  tuber- 
cular lymphangitis  was  made.  It  appeared  probable  that 
the  original  trouble  was  a  whitlow,  the  wound  resulting  from 
which  was  accidentally  inoculated  with  tubercle, — perhaps, 
as  was  suggested  to  me,  in  washing  a  pocket  handkerchief 
soiled  with  tubercular  sputum.  There  was  no  diseased  bone 
in  the  finger. 
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For  the  purpose  of  establishing  the  diagnosis  some  pus 
from  one  of  the  abscesses  was  drawn  into  a  fireshly  prepared 
pipette,  and  a  guinea-pig  was  inoculated  beneath  the  skin  of 
the  groin.  It  died  some  weeks  afterwards  with  well-marked 
general  tuberculosis. 

The  patient  was  subsequently  admitted  to  the  hospital 
under  the  care  of  one  of  my  senior  colleagues,  and  the  larger 
abscesses  were  opened.  On  March  10  the  exuberant  granu- 
lation tissue  from  the  cavities  of  the  abscesses  was  removed 
by  scraping. 

March  28. — Patient  discharged  with  the  wounds  nearly 
healed. 

She  returned  to  me  a  year  afterwards,  in  February,  1891, 
with  a  fresh  crop  of  similar  abscesses  on  the  dorsum  of  the 
forearm,  and  one  on  the  upper  arm.  The  iinger  and  the 
scars  of  former  abscesses  on  the  arm  were  soundly  healed, 
and  no  enlarged  glands  were  felt.  Her  general  health  con- 
tinued good.  She  declined  to  have  any  further  operation 
performed. 

In  May  the  abscesses  were  decidedly  smaller,  and  after 
that  she  disappeared. 

As  I  desired  to  watch  the  progress  of  the  case  I  sought 
her  out  again  in  January,  1893. 

She  was  readmitted  with  a  sinus  over  the  dorsum  of  the 
arm  extending  deeply  between  the  muscles,  but  not  connected 
with  diseased  bone.  There  were  also  some  fresh  ulcers  on 
the  hand  and  forearm  ;  these  were  scraped.  Her  lungs  were 
kindly  examined  by  my  colleague,  Dr.  Kidd,  who  reported, 
"  I  can  ouly  find  a  few  scattered  rhonchi.  Beyond  some 
slight  bronchitis  there  are  no  abnormal  signs  in  the  chest." 
I  have  now  lost  sight  of  her. 

Remarks. — An  excellent  account  of  the  disease  described 
above  is  given  by  Lejar  in  the  "^Traite  de  Chirurgie'  of 
Duplay  and  Eeclus,  published  in  1890;  a  cast  of  an  arm  is 
figured  precisely  similar  to  the  accompanying  drawing.  It  was 
taken  from  a  case  of  Bazin's  in  1870,  but  the  nature  of  the 
disease  was  not  recognised  at  the  time.  The  lymphangitis 
originated  from  an  ulceration  at  the  base  of  the  thumb. 

In  a  similar  case  described  by  Tuffier,  a  patient  with  a 
chronic  ulceration  of  a  finger  was  attacked  by  a  series  of 
tubercular  abscesses  following  the  course  of  the  lymphatics 
of  the  upper  extremity.  Tuberculous  disease  of  the  glands 
of  the  axilla  followed,  and  the  patient  succumbed  to  general 
tuberculosis. 
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It  is  Avortliy  o£  remark,  that  in  tuberculous  disease  of 
the  glands  of  the  neck  and  other  similar  affections,  any 
lesion  in  the  course  of  the  lymphatic  vessels  is  so  rarely 
observed,  although  necessarily  the  tubercular  virus  must  pass 
along  them  to  the  glands,  and  from  one  set  of  glands  to 
another, — for  example,  from  the  neck  to  the  axilla. 

The  reason  that  tubercular  abscesses  form  in  the  course 
of  the  lymphatics  in  such  cases  as  that  related  may  be  two- 
fold. In  the  first  place,  and  of  greatest  importance,  is  the 
fact  that  the  tubercular  virus  is  mixed  with  septic  cocci  and 
their  products,  derived  from  the  primary  lesion,  which  is 
usually  ulcerated  and  suppurating;  and  in  the  second  place 
the  lymphatic  channels  passed  before  glands  are  reached  are 
much  longer,  and  the  movements  of  fluid  in  them  presumably 
slow,  allowing  the  irritating  virus  to  remain  longer  in  contact 
with  their  walls.  The  presence  of  septic  cocci  must  be  granted, 
as  it  is  well  known  that  the  inoculation  of  recent  cultivations 
of  tubercle  bacilli  is  not  followed  by  suppuration,  although 
the  subcutaneous  injection  of  old  cultivations  is  pyogenic. 

As  Lejar  points  out,  in  the  published  cases  of  tubercular 
lymphangitis,  the  disease  nearly  always  succeeded  the  cuta- 
neous inoculation  of  tubercle.  In  one  case  it  is  an  anatomical 
tubercle,  in  another  a  warty  tuberculosis  on  the  back  of  the 
hand,  and  in  three  cases  the  patients  were  women  who 
developed  nodules  of  cutaneous  tuberculosis  on  the  fingers 
while  nursing  their  phthisical  husbands.  Lymphangitis 
rarely  follows  deep  tubercular  lesions,  as  of  the  bones. 

Goupil  ^  has  recently  described  four  types  of  tubercular 
lymphangitis : 

1.  Lymphangite  polynodulaire  en  serie. 

2.  „  lymphangiectasique. 

3.  „  paucinodulaire  a  distance. 

4.  „  reticulaire. 

Some  of  these  sub-varieties  seem  hardly  to  merit  a  sepa- 
rate name,  but  the  second  form  appears  certainly  dis- 
tinctive. 

One  case  has  been  recorded  by  Hallopeau  and  Goupil  in 
a  man  aged  sixty-nine,  who  exhibited  an  enormous  swelling 
of  the  lower  third  of  the  left  leg  and  instep.  The  skin 
was  oedematous,  like  elephantiasis,  and  from  this  base  a 
series  of  ovoid,  red,  small  eminences  of  more  or  less  firm 
consistence  projected.  These  were  due  to  enlarged  and 
dilated  lymphatics,  some  of  which  were  intact  and  filled  with 
*  Verneuil's  Etudes  sur  la  Tuherculose,  tome  iii,  fasc.  2. 
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clear  lyiupli,  while  others  were  open  and  ulcerated  with 
lymph  issuing  from  them. 

Tubercle  bacilli  were  found  in  large  numbers  in  the 
lymph,  and  a  guinea-pig  inoculated  with  it  died  in  two 
months  from  tuberculosis. 

The  primary  disease  was  a  tuberculosis  of  the  tibio-tarsal 
articulation. 

Treatment. — The  importance  of  the  early  recognition  of 
this  disease,  and  of  the  adoption  of  prompt  and  energetic 
treatment,  are  obvious. 

The  abscesses  or  nodules  should  be  laid  open,  thoroughly 
scraped,  and  treated  with  iodoform  ;  and  the  nearest  chain  of 
lymphatic  glands,  if  enlarged,  should  be  excised. 

The  completed  histories  of  several  recorded  cases  tell  that 
the  patient  ultimately  died  of  consumption.  The  disease 
being  at  first  distinctly  local,  the  path  of  the  virus  towards 
the  general  circulation  should  be  broken  at  the  lymphatic 
glands. 
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VI. — A  case  of  Subdiaphragmatic  Abscess  communi- 
cating with  the  right  pleura,  successfully  treated  by 
resection  of  rib  and  drainage.  By  Hector  W.  G. 
Mackenzie,  M.D.,  and  F.  C.  Abbott,  M.S.  Bead 
October  26,  1894. 

OLIVER  H.,  get.  10,  was  admitted  to  St.  Thomas's  Hospital 
on  July  27,  1893.  He  was  extremely  ill,  very  weak, 
and  much  emaciated.  He  complained  of  pain  and  swelling 
in  the  abdomen.  On  examination  there  was  found  to  be  a 
hemispherical  reddened  acutely  tender  swelling  centrally 
situated  in  the  epigastrium.  The  right  side  of  the  chest  in 
front  was  flattened,  and  moved  little  with  respiration,  while 
the  movements  of  the  left  side  were  obviously  exaggerated. 
In  the  recumbent  position  the  percussion  note  over  the  right 
front  was  tympanitic  except  at  the  apex,  where  there  was 
impairment  of  resonance.  The  same  tympanitic  note  was 
obtained  for  about  an  inch  and  a  half  below  the  costal  margin 
and  over  the  epigastric  swelling  already  referred  to.  Below 
this  level  the  note  became  dull,  and  continued  so  to  the  level 
of  the  umbilicus,  where  the  edge  of  the  liver  could  be  felt 
slightly  descending  with  respiration.  In  the  right  axillary 
region  the  note  was  dull  all  over. 

On  auscultation  the  breath  sounds  were  found  to  be  absent 
or  extremely  feeble  over  the  whole  of  the  right  side  in  front 
except  at  the  apex,  where  there  was  loud  bronchialbreath- 
ing,  with  increased  voice  sounds  and  pectoriloquy.  When 
the  child  was  made  to  sit  up,  the  front  of  the  chest  became 
quite  dull  all  over,  as  also  did  the  resonant  area  below  the 
ribs.  At  the  same  time  the  upper  part  of  the  axillary  region 
became  resonant. 

Behind,  the  note  was  dull  all  over.  At  the  upper  part 
the  breath  sounds  were  loudly  and  harshly  tubular,  vocal 
fremitus  and  resonance  were  increased,  and  pectoriloquy 
was  very  marked.  Over  the  lower  two  thirds  the  breath 
sounds,  vocal  fremitus,  and  resonance  were  feeble  or  absent. 

The  heart  was  slightly  displaced  upwards  and  outwards, 
the  apex  being  in  the  fourth  space  just  internal  to  the  nipple. 

The  note  over  the  front  of  left  lung  was  good,  and  the 
breath    sounds    were  of    an  exaggerated    puerile  character. 
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Posteriorly  the  note  was  impaired  towards  the  base,  and  there 
were  numerous  crepitations  to  be  heard  on  auscultation. 

To  the  above  account  it  may  be  added  that  in  front  over 
the  tympanitic  area  the  bi'uit  d'airain  was  well  heard,  that 
the  abdominal  swelling  became  very  distinctly  more  promi- 
nent when  the  patient  sat  up  or  coughed,  and  that  fluctuation 
could  then  be  felt  over  it. 

From  the  physical  signs  it  was  obvious  that  we  had  to 
deal  with  a  pyopneumothorax  communicating  through  the  dia- 
phragm with  the  upper  part  of  the  abdominal  cavity,  which 
was  the  seat  of  a  subdiaphragmatic  abscess.  Moreover  the 
abscess  had  undermined  the  skin,  and  was  pointing  in  the 
situation  of  the  swelling  where  the  skin  was  red  and  thin. 

The  history  of  the  illness  was  as  follows.  One  day,  about 
four  weeks  before  his  admission,  the  patient  had  indulged 
rather  freely  in  cherries  and  apples.  The  same  evening  he 
complained,  as  was  not  unnatural,  of  a  slight  pain  in  his 
stomach.  Next  morning  he  woke  with  severe  abdominal 
pain,  and  vomited  a  quantity  of  reddish-coloured  matter 
mixed  with  what  looked  like  yellow  phlegm.  He  continued 
to  suffer  great  paiu,  the  seat  of  which  at  first  was  in  the  epi- 
gastrium and  right  hypochondrium,  Subsequently  pain  was 
also  felt  in  the  right  shoulder.  Seven  days  after  the  onset 
of  the  illness  the  epigastric  swelling  was  noticed.  From 
the  first  he  was  not  allowed  solid  food.  Diarrhoea  had 
troubled  him  for  about  ten  days  before  coming  to  the  hos- 
pital, the  bowels  acting  about  three  times  a  day.  He  had 
had  a  cough  for  about  three  days ;  the  temperature  was  not 
raised,  although  at  first  he  was  said  to  have  been  feverish. 
Previous  to  this  illness  he  had  been  perfectly  well. 

What  was  the  cause  and  nature  cf  his  illness  ?  The  history 
clearly  pointed  to  an  abdominal  origin.  First,  there  had 
been  a  subdiaphragmatic  abscess,  and  subsequently  this  had 
perforated  the  right  side  of  the  diaphragm.  The  presence  of 
air  as  well  as  fluid  pointed  to  the  perforation  of  an  air- 
containing  viscus.  Although  nothing  in  the  previous  history 
suggested  the  existence  of  a  gastric  or  duodenal  ulcer,  still 
the  perforation  of  such  an  ulcer  seemed  much  the  most  likely 
cause  of  the  phenomena  which  the  case  presented.  It  is 
not  by  any  means  uncommon  to  find  in  cases  of  gastric  or 
duodenal  ulcer,  in  which  death  occurs  from  haemorrhage  or 
perforation,  that  the  characteristic  symptoms  of  the  disease 
have  been  absent. 

The  next  question  was  one  of  treatment. 
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From  the  physical  signs  it  was  evident  that  the  commu- 
nication between  the  subdiaphragmatic  abscess  and  the 
empyema  was  a  very  free  one,  and  it  was  therefore  decided 
to  drain  both  through  an  opening  in  the  pleura. 

On  the  second  day  after  admission  a  portion  of  the  sixth 
I'ib  was  resected  just  behind  the  mid-axillar}^  line.  The 
pleura,  which  was  scarcely  thickened,  was  then  opened,  and 
over  thirty  ounces  of  exceedingly  offensive,  thin,  watery  pus 
containing  some  flakes  were  evacuated.  Nothing  in  the 
nature  of  stomach  contents  could  be  detected  in  this  fluid. 
The  lung  at  once  expanded  well,  the  visceral  pleura  did  not 
feel  thickened,  and  the  cavity  promised  to  close  well.  On 
exploring  with  the  finger  the  upper  surface  of  the  liver  was 
felt  through  an  opening  in  the  fore-part  of  the  diaphragm 
extending  from  about  the  tip  of  ninth  costal  cartilage  nearly 
to  the  mid-line.  The  diaphragm  and  liver  were  partially 
adherent,  and  the  exact  limits  of  the  subdiaphragmatic 
cavity  could  not  be  determined. 

The  whole  cavity  was  well  irrigated  with  warm  boracic 
lotion,  and  a  double  drainage-tube  inserted.  This  did  not  pass 
into  the  abdomen.  The  cavity  was  washed  out  daily  with  warm 
boracic  lotion,  and  twice  with  a  weak  solution  of  perchloride  of 
mercury.  Two  days  after  operation  the  edge  of  the  liver  was 
noted  as  being  one  inch  above  the  umbilicus ;  the  discharge 
was  still  very  offensive,  and  the  temperature  10r8°.  Breath 
very  offensive.  Three  days  later  the  discharge  was  nearly 
sweet,  and  the  general  condition  much  improved. 

On  the  thirty-fifth  day  the  wound  was  almost  healed,  and 
there  was  no  discharge.  The  right  chest  was  resonant  down 
to  the  wound,  and  the  vocal  resonance  and  fremitus  were 
normal. 

The  wound  was  sound  when  discharged  on  the  forty- 
seventh  day.  When  seen  six  months  later  the  boy  had  been 
perfectly  well  since  his  discharge  ;  the  wound  was  sound,  and 
the  lung  fully  expanded,  the  only  sign  being  slight  relative 
dulness  on  the  affected  side.     Abdomen  perfectly  normal. 

The  surgical  treatment  in  this  case  was  merely  that  of  an 
ordinary  empyema,  and  the  subdiaphragmatic  abscess  drained 
excellently  by  this  route,  better  than  it  could  possibly  have 
done  through  an  incision  directly  over  it.  The  abscess  was 
evidently  above  the  liver,  but  whether  originally  of  the 
greater  sac  it  is  impossible  to  determine. 
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VII. — A  Case  of  Multiple  Neuritis,  fatal  on  the  fifth 
da}/.  By  T.  Chctrton,  M.D.  Bead  October  26, 
1894. 

IT  is  possible  tliat  the  case  about  to  be  described  will  be 
regarded  as  one  of  Landry's  paralysis  rather  than  as 
multiple  neuritis  ;  but  as  Landry's  paralysis  is  a  very  rare 
disease,  Avhile  multiple  neuritis  is  not  a  very  common  cause 
of  death,  and  it  is  still  less  a  common  thing  that  death  should 
be  caused  by  it  within  a  week,  this  case,  in  which  the  disease 
was  fatal  on  the  sixth  day  after  the  first  observed  symptom, 
may  perhaps  be,  although  imperfectly,  put  on  record. 

Miss   ,    set.    14,    was    seen  in  consultation  with  Dr. 

Martin  (acting  for  Dr.  Swann),  of  Batley,  on  July  31,  1894. 
The  following  notes  of  the  case  were  written  on  the  same 
day  : — A  tall,  fair,  very  slender,  undeveloped  girl,  looking 
younger  than  fourteen  in  the  face.  She  had  lost  the  use  of 
her  arms,  legs,  and  trunk;  there  was  absolute  inability  to 
turn  in  bed.  No  marked  pain.  Bones  and  joints  normal. 
Twisting  the  ankle-joints  causes  pain,  but  this  appears  to  be 
in  the  peronei  muscles,  and  to  result  from  tension  pi-oduced 
in  them  by  twisting  the  foot  inwards.  These  muscles  (pe- 
ronei) and  also  the  extensors  of  the  fingers  are  tender ;  calf 
muscles  are  doubtfully  tender.  No  reflexes  anywhere — 
plantar,  patellar,  abdominal,  epigastric,  all  absent.  Even  the 
eyelashes  and  conjunctivse  can  be  freely  stimulated  without 
any  reflex  movement  of  lids  resulting,  though  she  draws  the 
head  away  to  escape  the  somewhat  disagreeable  sensation. 
She  can  cross  either  leg  over  the  other,  but  does  so  with  a 
wide-ranging  movement  (imperfect  co-ordination).  Very 
little  power  in  calf  muscles ;  knee-raising  power  remains,  but 
is  small.  No  grasping  power;  can  flex  fingers  slightly,  has 
lost  power  of  extending  them  almost  wholly.  Can  flex  and 
extend  elbows,  and  can  move  shoulder-joints — all  very  feebly. 
Arms  and  legs  about  equally  feeble.  She  cannot  raise  her 
head  from  the  pillow ;  the  power  of  using  the  muscles  of 
neck  and  trunk  is  nearly  gone;  it  is  difficult  to  turn  her 
over  in  bed,  or  to  help  her  to  attempt  to  sit  up  in  bed. 
Chest. — The  chest  expands  in  breathing;  the  abdomen  also 
moves  (diaphragm).  At  times  these  movements  are  rapid, 
about  forty  in  the  minute.     Brain. — Her  replies,  though  rather 
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slow  and  languid,  are  normal ;  she  is  interested  in  her  state, 
and  though  evidently  tired  by  the  examination,  does  her  best 
to  assist  us  in  it.  Cranial  nerves.—  Smell  said  to  be  normal. 
Vision  seems  unaltered;  discs  not  examined.  There  are 
occasional  spasmodic  movements  of  the  eyeballs  ;  they  travel 
conjugately  towards  the  left.  The  eyelids  sometimes  also 
twitch ;  these  movements  have  existed  for  a  year.  No 
squint ;  pupils  equal.  There  is  said  to  be  a  diiliculty  in 
mastication ;  it  was  not  tested  ;  the  fifth  nerve  sensibility  is 
normal.  No  choreic  movements  of  facial  muscles  ;  no  para- 
lysis of  them  was  observed.  Hearing  normal.  There  was 
said  to  be  some  difficulty  in  swallowing.  A  sense  of 
"  choking  "  accompanied  the  tachypnosa  already  mentioned. 
The  heart's  action  was  rapid — tachycardia.  Sterno-mastoids 
very  feeble.  The  tongue  was  protruded  fairly  well.  There 
was  a  marked  clipping  of  her  words ;  in  trying  to  count  ten 
she  only  got  as  far  as  four — partly,  perhaps,  from  the  short- 
ness of  breath.  No  loss  of  sensation  was  anywhere  found ; 
a  complete  search,  however,  could  not  be  made.  On  left 
buttock,  near  sacrum  and  coccyx,  were  two  groups  of  wide 
bright  red  or  crimson  bands,  not  accounted  for.  No  hyper- 
nor  pargesthesia  found.  Sphincters  normal ;  no  difficulty  in 
micturition  and  defascation.  She  has  never  menstruated  ;  the 
usual  marks  of  sexual  development  are  entirely  absent.  She 
has  vomited  this  morning;  it  was  supposed  that  a  dose  of 
sodium  salicylate  caused  this.  Bowels  open  by  medicine. 
Nothing  abnormal  in  abdomen.  Neither  sugar  indican  nor 
lithates  in  the  urine.  Lips  rather  pale.  No  enlarged  glands 
found.  Spleen?  (The  only  note  is  "No  swelling,  &c.,  of 
abdomen.")  There  is  a  doubtful  dulness  of  the  base  of  right 
lung;  vocal  resonance  is  very  distinct  there;  no  pain;  no 
marked  cough  ;  drew  a  deep  breath  twice  fairly  well  upon 
being  asked  to  do  so.  Heartbeat  is  quick;  no  bruit.  No 
marked  pulsation  of  carotids,  &c.  No  oedema  observed 
anywhere.  Urine  acid,  sp.  gr.  10o2,  no  albumen.  No  per- 
spirations ;  no  rash  on  skin. 

Causation. — She  was  always  fragile.  Her  parents  are 
alive  and  seem  well,  though  they  might  perhaps  be  obscurely 
described  as  nervous.  Patient  is  their  third  child ;  the 
second  is  quite  well,  but  the  fourth  died  of  bronchitis  after 
whooping-cough  at  the  age  of  thirteen  months.  Two  years 
ago  they  came  to  their  present  home.  One  year  ago  patient 
began  to  have  twitchings  of  the  eye  or  face — it  was  supposed 
from  imitating  a  school  friend.     A  month  ago  the  twitchings 
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in  eyes  and  face  became  worse,  the  shoulders  became  affected, 
and  there  was  nodding  of  the  head,  &c.  It  is  not  known 
that  she  was  at  all  feverish  at  this  time.  Five  days  ago  {i.  e. 
on  Thursday,  July  26)  she  went  to  a  school  partj^  in  the 
evening,  was  rather  excited  while  there,  and  felt  tired  when 
it  was  over.  She  then  missed  the  train  for  home,  and  was 
obliged  to  walk  two  miles;  she  felt  exhausted  on  arrival. 
Next  day  (Friday)  she  felt  tired  all  the  day,  had  "  pins  and 
needles"  in  her  fingers,  and  was  unable  to  do  her  exercises 
on  the  piano.  On  Saturday  she  walked  badly — staggering. 
On  Sunday  she  kept  her  bed,  complained  of  pain  in  the 
calves  of  her  legs,  with  slight  pain  in  the  ankles.  On  Monday 
Dr.  Martin  found  the  temperature  103°  and  advancing  para- 
lysis. On  Tuesday,  when  I  saw  her  about  3  p.m.,  the  para- 
lysis of  limbs  was  nearly  complete. 

In  the  evening  of  the  same  day  the  friends  thought  she  was 
"  choking."  Next  morning  the  breathing  was  quick  and 
laboured,  40;  pulse  very  feeble,  150;  at  1.20  p.m.  she  died 
quietly,  not  struggling  for  breath,  so  far  as  could  be  ascer- 
tained. 

Analysis  of  the  water  supplied  to  the  house  found  "07  grains 
of  lead  per  gallon  in  the  cold  water, and  '308  grains  per  gallon 
in  the  hot  water  circulating  through  the  house.  It  was  learned 
that  tea  drunk  by  the  patient  had  frequently  been  made  with 
hot  water  taken  from  these  pipes.  The  chain  of  causation 
would,  therefore,  appear  to  be  constructed  thus  : — Constitu- 
tional debility ;  slight  but  constant  presence  of  lead  in  the 
blood ;  exhausting  effort ;  and  some  poison  unknoAvn. 

That  lead  can  cause  or  predispose  to  multiple  neuritis  is 
admitted ;  it  happens  to  be  the  very  first  of  the  toxic  causes  of 
the  disease  mentioned  in  Dr.  Gowers'  classification  {Diseases 
of  the  Spinal  Cord,  p.  Ill,  1892).  If  ever  its  power  in  this 
respect  should  be  doubted,  I  believe  the  West  Riding  of  York- 
shire could  furnish  abundant  proof  in  its  favour,  and  new 
fields  of  study  of  the  subject  are  being  constantly  supplied  to 
us  as  efforts  at  the  more  complete  supply  of  the  resources  of 
civilisation  to  our  towns  and  villages  are  being  more  energeti- 
cally made.  That  the  disease  in  the  present  instance  was 
multiple  neuritis  may  be  more  doubtful ;  but  neither  pure 
Landry's  paralysis  nor  pure  anterior  polio-mj^elitis  would  have 
begun  with  "pins  and  needles"  in  the  fingers,  nor  subsequently 
would  either  of  them  have  caused  the  pain  in  the  calves  of 
the  legs  and  the  ankles,  nor,  later,  tenderness  in  the  peronei 
muscles  and  the  long  extensors  in  the  forearm.     The  order  of 
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invasion,  again,  is  not  that  of  acute  ascending  paralysis  : 
ataxy  was  noticed  first  in  the  hands,  next  day  her  gait  was 
staggering  ;   only  on  the  third  day  she  was  in  bed. 

But  the  questions  beyond  that  of  exact  diagnosis  one 
would  desire  to  be  allowed  to  ask  with  respect  to  the  case 
are  (1)  whether  any  treatment  has  been  found  of  any  use  in 
such  apparently  desperate  circumstances,  treatment  resem- 
bling that  of  grain  doses  of  ergotin  hourly  to  the  number  of 
twenty,  which  seemed  to  cure  a  case  of  Landry's  paralysis,  as 
related  by  Dr.  Gowers  (op.  cit.,  p.  386)  ;  (2)  what  share  may 
fairly  be  attributed  to  lead  in  the  causation. 
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VIII. — A  case  of  Poisoning  hy  one  ounce  of  GJdoral 
Hydrate  :  recovery.  By  E,.  J.  Colenso,  M.B.  (Com- 
municated by  Sir  Dyce  Duckworth,  M.D.,  LL.D.) 
Bead  October  26,  1894. 

ON  December  12,  1893,  at  4  p.m.,  a  single  lady  of  gymnastic 
profession,  aet.  34,  was  found  by  her  mother  in  a  state 
of  profound  coma.  Medical  aid  was  not  at  once  procurable, 
owing  to  absence  of  the  ordinary  attendant.  Until  his^arrival 
an  hour  and  a  half  later,  at  5.30  p.m.,  every  domestic  means 
of  arousing  the  patient  was  vainly  exhausted  by  her  mother, 
who  alone  was  with  her  during  this  trying  interval. 

Beyond  subacute  dyspepsia  during  the  previous  spring, 
and  some  anasmia,  this  lady  had  suffered  from  no  serious  or 
chronic  complaint ;  she  had,  however,  an  excitable  and  rest- 
less disposition,  undergoing  in  the  exercise  of  her  profession 
an  excessive  amount  of  great  bodily  exertion  with  a  consider- 
able degree  of  mental  worry;  in  fact,  she  was  physically  and 
mentally  over-strained.  All  functions  were  regular,  catamenia 
rather  profuse  with  some  anasmia,  for  which  cod-liver  oil  had 
been  taken. 

Her  mother  gave  the  following  account : — At  8  a.m.  com- 
plaining of  a  sleepless  night  and  a  severe  headache,  she  had 
stated  her  intention  of  taking  a  dose  of  a  mixture  prescribed 
some  weeks  previously,  and  had  given  strict  orders  that  she 
was  on  no  account  to  be  disturbed.  As  she  did  not  appear  at 
luncheon,  from  this  hour  (1  p.m.)  attention  was  drawn  to  an 
absolute  silence  in  her  bedroom,  a  room  above  where  her 
mother  was  sitting,  and  becoming  more  and  more  anxious,  the 
mother  at  last  essayed  to  waken  her  at  4  p.m.,  finding  her 
totally  unconscious. 

The  summons  which  was  received  more  than  an  hour  after 
this  discovery  gave  me  a  bad  quarter  of  an  hour,  for  it  was 
thus  worded  : — "  Miss  X.  Y.  took  a  dose  of  your  medicine  at 
8  A.M.  this  morning,  and  has  been  insensible  ever  since." 

The  medicine  thus  referred  to  was  found  in  a  far  corner 
of  her  room;  an  eight  ounce  partly- empty  bottle,  some  two 
weeks  old,  of  the  following  prescription  : — Ammonii  Bromidi 
gr.  XV,  Tinct.  Nucis  Vomicae  Viv],  Sal  Volatile  v\xx,  to  be 
taken  occasionally  in  sufficient  water. 

A  second  eight-ounce  bottle  containing  two  ounces  of  a 
mixture  was  found  on   a   small  table  by  the  bedside  at  her 
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elbow,  and  a  glass  stained  with  a  few  drops  of  Huid  of  a 
similar  colour,  taste,  and  odour.  The  prescription  for  the 
latter  was  belladonna  tincture  iRvj,  dilute  hydrocyanic  acid 
iT\iij,  aromatic  sulphuric  acid  i]\xx,  compound  infusion  of 
gentian  to  one  ounce,  to  be  taken  thrice  daily. 

Clearly,  to  neither  of  such  prescriptions,  rightly  dispensed, 
could  her  state  be  attributed,  nor  did  the  drugs  seem  other 
than  they  purported  to  be  ;  nevertheless,  and  particularly  as 
the  latter  had  been,  contrary  to  advice,  dispensed  by  a  "  store 
chemist,"  these  were  locked  up  for  future  reference,-  together 
with  the  washings  of  the  stomach,  and  the  urine  first  drawn 
off.  Since,  for  some  four  months  previously,  in  addition  to 
hard  physical  work  and  excitement,  the  lady  had  been  suffer- 
ing mentally  from  an  affaire  du  cosier,  "  nohimque  furens  quid 
femina  possit,''  I  made  a  diligent  search  for  some  more 
satisfactory  cause  of  her  serious  condition,  suspicion  being 
presently  confirmed  by  the  discovery  in  a  screened  aud 
empty  grate  of  the  freshly  torn  and  crumpled  wrapper  of 
some  small  bottle. 

At  5.30  the  patient's  condition  was  as  follows  : — In 
supine  decubitus,  with  deep  coma  and  motionless,  with 
face  and  conjunctivae  slightly  congested;  that  of  the  left 
eye  more  so,  and  in  this  eye  a  normal  slight  external  stra- 
bismus is  more  than  usually  pronounced.  Conjunctival  reflex 
and  almost  all  others  save  that  of  deglutition,  which  is  very 
imperfect  and  slow,  abolished.  Breathing  very  shallow,  and 
occasionally  stertorous.  There  is  a  slight  odour  only  of 
brandy,  which  had  been  applied  by  her  mother,  and  her  jaws 
are  tightly  locked.  The  pupils  are  equally  contracted  to  a 
third  of  normal  size,  and  respond  sluggishly  to  light.  Pulse 
regular,  130,  of  small  volume  and  rather  high  tension;  temp. 
100" 5°.  For  the  preceding  hour  her  mother  unaided  had 
vainly  exhausted  all  the  usual  household  remedies  in  trying 
to  arouse  her,  but  met  with  no  response  beyond  some  slight 
twitching  of  the  face. 

A  four-minim  hypodermic  iujectiou  of  sulphate  of  atro- 
pine solution  was  at  once  given,  it  being  thought  more  pro- 
bable from  the  length  of  time  the  patient  had  endured  the 
poison,  and  also  from  the  pupillary  contraction,  that  some 
form  of  opium  had  been  taken.  After  this  no  time  was  lost 
iu  washing  out  the  stomach  with  warm  water,  which  re- 
turned almost  unaltered.  Here  the  want  of  a  nasal  tube  was 
badly  felt,  for  it  was  exceedingly  difficult  to  unlock  her  jaws, 
a  crown  of  one  of  the  molars  being  chipped  by  the  wedge  used 
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for  au  old-fasliioued  two-way  stomach- pump,  the  only  available 
iustrumeut,  of  which  the  tube  was  next  bitten  almost  in  two, 
and  could  not  subsequently  be  used  to  feed  her  through. 

In  about  ten  minutes,  her  pupils  being  unaltered,  a  second 
similar  dose  of  atropine  was  given.  As  deglutition  was  so 
imperfect,  after  several  trials,  feeding  by  the  mouth,  with 
small  (5J)  doses  of  a  mixture  of  milk,  Valentine  beef  essence 
and  brandy  was  discontinued,  hypodermic  injections  of  ether 
in_v  being  given  every  twenty  minutes.  Continual  firm 
friction  of  the  limbs,  with  occasional  smart  slapping,  was 
also  commenced  at  this  time  by  three  lady  friends  and  a 
trained  nurse,  and  was  used  continuously  for  ten  hours. 
No  appreciable  result  was  obtained  by  the  atropine,  and 
in  spite  of  this  stimulation  the  coma  became  more  pro- 
found, and  the  pulse  often  almost  faded  away,  having 
now  fallen  to  half  of  its  original  volume,  with  an  un- 
altered frequency.  When  this  occurred  cautious  inhalation 
of  nitrite  of  amyl  was  used,  and  for  a  minute  or  two  after  use 
certainly  improved  the  pulse,  increasing  its  volume  and 
slightly  lowering  its  frequency.  Liquor  Strychninee,  1  per 
cent,  solution,  also  in  three  to  five  minim  doses,  was  used 
hypodermically  every  twenty  to  thirty  minutes,  sometimes  in 
conjunction  with  the  ether,  at  other  times  alternately  with 
it.  At  7.30  urine  was  drawn  off ;  it  was  of  a  dark  sherry 
colour,  and  about  ten  ounces  in  quantity. 

At  10  P.M.  Sir  Dyce  Duckworth,  arriving  very  promptly 
and  kindly  on  a  summons,  approved  of  our  treatment,  and 
recommended  in  addition  enemata  of  hot  coffee,  an  application 
of  inustard  plasters  to  the  legs  and  thighs,  and  hot  water 
bottles  to  the  trunk.  The  nature  of  the  poison  taken  was 
until  now  a  mystery,  soon  to  be  solved  by  a  lad}'  present,  who 
confessed  that  the  above-mentioned  wrapper  was  one  in 
which  she  had  on  the  previous  evening  procured  some  chloral 
for  the  patient  who  desired  it  '^for  a  friend  in  India."  Its 
amount  was  said  to  be  one  and  a  half  ounces  of  pure  chloral 
hydrate  in  large  crystals  dissolved  in  sufficient  water,  forming 
a  saturated  solution  of  one  grain  to  two  minims.  This  had 
been  with  difficulty  procured  after  a  visit  to  several  neigh- 
bouring druggists. 

The  vendor  was  at  once  summoned  by  Sir  Dyce  Duckworth, 
and  before  us,  in  the  presence  of  this  lady,  made  a  clean 
breast  of  it,  identifying  his  wrapper,  and  acknowledging  to 
one  and  a  half  ounces  of  chloral  dissolved  in  three  ounces 
of     water;     Sir    Dyce    Duckworth    thought     badly    of    the 
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patient's  chances  of  recovery,  and  during  the  time  he  was 
present  there  was  a  marked  failure  of  the  pulse.  Shortly 
after  he  left,  an  enema  of  hot  coffee,  brandy,  milk  and 
Valentine  beef  essence  was  given  and  retained. 

On  smart  slapping  of  the  legs  and  forearms  there  was  at 
12.30  some  twitching  of  the  face,  and  in  half  an  hour  the 
limbs  began  to  be  drawn  up  on  slapping.  Her  temperature 
was  now  102°  F. ;  the  pulse  120,  very  small  but  less  vai'iable 
in  volume.  In  an  hour's  time  the  patient  began  to  groan 
and  to  throw  herself  about,  and  as  she  became  very  restless 
by  2  A.M.  the  hypodermic  injections  of  ether  and  strychnine 
were  discontinued,  and  the  sinapisms  intermitted  for  half 
an  hour  at  a  time,  being  applied  only  when  she  again 
seemed  inclined  to  become  comatose.  Since  this  happened 
whenever  she  was  left  alone  for  a  few  minutes  the  massage 
was  continued,  although  she  now  began  to  articulate,  begging 
to  be  "  left  alone,"  to  be  allowed  to  "  go  to  sleep."  A  second 
enema  was  given  at  3  a.m.,  and  the  friction  continued  for 
another  hour,  at  the  end  of  which  she  swallowed  some  milk 
and  brandy,  and  opening  her  eyes  began  to  take  notice, 
plainly  recognising  some  of  the  bystanders. 

She  was  next  allowed  to  sleep  in  snatches  of  ten  minutes 
at  a  time,  slumber  coming  on  almost  instantly,  and  becoming 
in  a  few  minutes  semi-coma,  yet  when  roused  the  patient  Avas 
well  awake  and  sensible.  After  an  hour  and  a  half  of  such 
treatment  she  was  induced,  on  the  promise  of  being  allowed 
a  good  sleep,  to  get  out  of  bed  between  two  assistants,  and 
supported  and  encouraged  to  move  around  the  room  ;  and  this 
was  achieved,  although  she  was  quite  unable  to  stand  alone,  and 
kepther  eyes  closed  during  most  of  the  time,  a  period  purposely 
lengthened  out  by  making  her  bed.  At  5.30  a.m.  she  was 
again  given  some  more  nourishment,  and  put  to  bed  with  hot 
water  bottles,  and  the  nurse  instructed  to  wake  and  feed  her 
again  in  half  an  hour,  and  to  send  for  assistance  should  the 
patient  again  become  comatose.  It  was  now  twelve  hours  since 
she  had  been  continuously  under  observation  and  treatment, 
the  chloral  having  been  latterly  admitted  by  her  to  have  been 
taken  as  early  as  8.30  a.m.  on  the  previous  day,  or  eight  hours 
earlier,  making  a  total  of  twenty  hours  before  she  was  safe 
from  its  immediate  effect.  Yet  at  5.30  p.m.,  or  seven  hours 
after  the  poisonous  dose,  her  general  condition  was  far  better 
than  it  was  a  few  hours  later,  and  the  pulse  showed  rapid 
deterioration  at  7.30  p.m.  The  nature  and  quantity  of  the 
poison  has  been  established  since  her  convalescence,  during 
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which  a  discovery  was  made.  It  was  noticeable  that  for  a 
week  or  two  she  shrank  from  being  left  alone  by  her  nurse, 
but  was  more  composed  after  the  removal  of  a  suspected  and 
locked  cash-box.  This  box  was  an  object  of  suspicion,  because, 
on  being  moved,  it  evidently  contained  some  loose  glass ;  and 
being  broken  open,  it  was  found  to  contain  two  medicine 
bottles,  verified  by  the  chemists  from  whom  they  were  pro- 
cured, viz. — 

1.  A  stoppered  three-ounce  phial  labelled  "  Solution  of 
chloral  one  grain  in  each  two  minims  of  solution.  Poison." 
From  this  exactly  two  fluid  ounces,  containing  480  grains  of 
pure  crystallised  chloral  hydrate,  were  missing,  leaving  one 
fluid  ounce  of  this  saturated  solution,  dispensed  December  11, 
1893. 

2.  Also  a  second  smaller  wide-mouthed  six-drachm  bottle, 
exactly  containing  and  brimful  of  hydrate  of  chloral  in  large 
dry  crystals,  labelled  "  Crystal  chloral,  for  insect  bites  only. 
Poison,^'  which  was  dispensed  in  1892. 

This  latter  had  been  procured  for  mosquito  bites  for  ex- 
ternal application,  and  had  been  clearly  kept  intact  for  two 
years — an  abstinence  hardly  possible  to  an  habitual  chloral 
eater,  nor,  indeed,  during  a  three  years'  attendance  had'  she 
shown  any  symptoms  of  such  a  habit. 

Of  the  former  bottle  full  of  solution,  said  to  have  been  pro- 
cured for  a  friend  in  India,  two  thirds  had  been  taken  in  a 
sudden  frenzy,  in  a  single  dose,  as  the  patient  now  admits, 
and  in  an  ounce  of  some  other  mixture,  but  not  that  in  which 
she  believed  she  had  taken  it,  the  time  of  her  doing  so  being 
uncertain ;  for  although  she  thinks  it  was  at  8.30,  her  memory 
is  weak  and  confused.  Until  convicted  by  the  discovery  in 
her  cash-box  she  positively  denied  all  knowledge  of  her  act, 
or  of  any  intention  of  so  doing,  although  naturally  remarkably 
courageous  and  truthful,  or  of  having  taken  other  than  a  dose 
of  non-poisonous  mixture.  Some  eight  weeks  afterwards  I 
wrote  to  her,  and  obtained  the  following  replies. 

1.  When  did  it  happen?  "The  dose  must  have  been 
taken  after  going  down  to  mother's  room,"  i.  c.  8  a.m. 

2.  When  did  you  lose  consciousness  ?  "I  have  not 
the  least  idea  when  this  happened." 

3.  Was  it  taken  in  one  or  more  doses?  "All  at  once, 
I  think." 

4.  In  what  vehicle  ?  "I  believe  I  must  have  taken  it 
in  some  of  your  medicine." 

5.  When    did   you   recollect   the   act?     "On    my   return 
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from  Eastbourne,  when  mother  told  me  of  it/'  i.  e.  January 
16,  five  weeks  afterwards." 

6.  When  did  you  regain  memory?  "Of  the  time, 
and  until  Thursday  morning,  I  remember  absolutely  nothing, 
i.e.  until  December  14th,  two  days  later/' 

Her  subsequent  history  is  as  follows  : — The  bladder  and 
bowels  were  naturally  relieved  on  the  next  morning  at  8.10 
A.M.  and  9  a.m.  respectively,  and  a  good  deal  of  flatus  passed 
per  vias  naturales  amhas.  The  temperature,  which  reached 
103°  F.  at  the  midnight  of  her  seizure,  gradually  fell  to 
slightly  subnormal  by  the  fourth  day,  December  15,  but  on 
the  following  day  suddenly  rose  to  103'8°  F.,  the  reason  for 
this  being  discovered  in  a  burn  of  four  square  inches  area  on 
the  outer  side  of  her  right  thigh,  overlooked  by  the  nurse, 
and  caused  by  a  hot  water  bottle  in  conjunction  with  a 
waudering  mustard  plaster.  This  was  dressed  with  lead 
lotion  for  a  day  or  two,  and  healed  up  well  and  quickly  with 
an  application  of  subgallate  of  bismuth  in  powder. 

During  the  first  twenty-four  hours  from  8  a.m.  on  the 
following  morning,  December  13,  she  slept  thirteen  and  a  half 
hours,  but  for  some  nights  subsequently  and  occasionally 
during  her  convalescence  it  was  found  necessary  to  exhibit 
sulphonal  at  bedtime.  For  many  days  the  digestion  was 
irregular  and  imperfect,  and  the  liver  torpid  or  obstructed. 
Muscular  tone  was  for  long  subnormal,  and  she  was  unable 
to  be  downstairs  until  January  7,  going  out  in  a  carriage  on 
the  8th.  Tone  is  still  not  quite  regained,  although  she  is 
back  at  her  professional  work.  At  intervals  during  the  first 
six  weeks  of  convalescence,  and  notably  on  her  visit  to 
Eastbourne  in  January,  she  had  periods  of  great  excitement 
alternating  with  equal  depression,  so  that  a  nurse  was  consi- 
dered indispensable. 

Remarks. — It  was  not  until  after  the  hypodermic  use  of 
strychnine  between  8  and  9  p.m.  that  there  were  any  signs  of 
reflex  or  other  reaction ;  ether  alone  was  insufficient,  the  total 
amount  of  strychnine  administered  being  nine  tenths  of  a 
grain.  To  Sir  Dyce  Duckworth's  suggestion  I  owe  the  use 
of  nutrient  enemata,  for  so  little  food  was  swallowed  or 
digested  that  other  administration  was  practically  useless. 
The  plasters  also  were  very  useful  in  provoking  reflex  action, 
so  much  so  that  they  had  soon  to  be  discontinued. 

A  bad  burn  caused  by  an  overlooked  plaster  showed  with 
even  a  trained  nurse  the  necessity  for  minute  medical  super- 
vision. 
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The  temperature,  as  iu  some  other  recorded  cases,  rose  to 
103°  during  the  first  twenty-four  hours,  subsiding  on  the  fourth 
day,  with  a  subsequent  rise,  due  only  to  a  skin  wound. 

The  amount  of  chloral  taken  is  clearly  established  to  be 
that  of  a  solid  ounce  of  hj^drate  of  chloral  in  large  pure 
crystals,  dissolved  in  two  fluid  ounces  of  water.  This 
exceeded  the  amount  taken  in  Dr.  Levenstein's  case,  the 
exact  amount  being  rather  hypothetical  in  the  case  contri- 
buted by  Dr.  Plummer  to  the  Lancet,  January  6,  1894, 
Whilst  in  the  case  of  Professor  Tyndall,  who  was  physi- 
cally weakened  by  ill-health,  and  perhaps  by  the  shock  of  the 
contretemjjs,  the  quantity  swallowed  was  an  ounce ;  but  part 
of  this  was  rejected  by  the  use  of  emetics,  and  his  death  was 
probably  therefore  due  chiefly  to  the  former  causes. 


Refekence  may  be  made  to  the  following  Authorities. 

Maximuvi  Dose. 

1.  LiEBREiCH,  Brit.  Med.  Journ.,  April  15,  1871. 

2.  CuRCHMANN,  5Hi.  Med.  Journ.,  April  15,  1871. 

3.  Richardson,  "  Lectures  on  Experimental  and  Practical 
Medicine,"  Lancet,  February  11,  1871. 

4.  Anstie,  Practitioner,  1871. 

5.  Lancet,  May  13,  1871. 

6.  Laurance,  Lancet,  March  4,  1871. 

Fatal  Dose. 

1.  Watkins,  Brit.  Med.  Journ.,  February  25,  1871. 

2.  Morris,  J.,  Lancet,  February,  1871. 

3.  Levinstein,  Lancet,  February  25,  1874. 

Tolerance  of  the  Drug. 
Brunton,  Pharmacology,  Therapeutics,  and  Materia  Medica. 

Fatal  Period. 
Guy  and  Fereier,  Forensic  Medicine. 
Crichton  Browne,  Lancet,  April  1,  1871. 
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IX. — A  case  of  Pulsatile  Congenital  Cervical  Cyst 
simulating  Aneurysm.  By  C.  H.  Golding-Bird. 
Bead  November  23,  1894. 

FW.  H.,  £et.  36,  was  admitted  into  Guy's  Hospital  under 
•     my  care  on  March  13,  1894. 

He  stated  that  he  often  had  had  the  glands  in  the  neck 
enlarged  after  exposure  to  cold,  he  being  a  railway  signal- 
man ;  and  when  in  September,  1893,  he  first  noticed  the 
present  tumour  as  a  small  soft  lump,  he  thought  it  also  was 
a  gland.  In  consequence  he  had  several  carious  teeth 
removed  without  effect,  and  the  tumour  steadily  increased 
up  to  the  present  time.  It  has  never  been  inflamed  or 
painful,  and  is  always  soft. 

There  is  now  in  front  of  the  sterno-mastoid,  on  the  right 
side,  in  the  superior  carotid  triangle,  a  soft,  oval,  well-defined, 
fluctuating  swelling ;  over  it  the  parts  are  freely  moveable, 
but  it  appears  deeply  attached  itself,  and  it  extends  from 
just  below  the  angle  of  the  jaw  to  the  upper  border  of  the 
thyroid  cartilage.  It  is  markedly  pulsatile,  and  pressure 
on  the  carotid  below  arrests  pulsation.  The  pulsation  is 
most  marked  antero-posteinorly,  but  there  is  also  a  very 
clear  but  not  so  forcible  lateral  dilatation.  There  is  no 
bruit.  With  the  neck  extended  the  tumour  cannot  be  lifted 
off  the  artery  so  as  to  modify  pulsation ;  but  with  the  sterno- 
mastoid  relaxed  the  tumour  can  be  so  far  lifted  up  as  very 
considerably  to  modify,  though  not  completely  remove,  all 
pulsation.  (Under  an  anaesthetic,  with  everything  relaxed, 
the  tumour  could,  however,  be  lifted  from  its  bed,  and  pulsa- 
tion thereby  stopped.)  The  temporal  pulses  are  synchronous 
and  of  equal  volume. 

The  diagnosis  was  that  of  cyst — probably  a  breaking- 
down  gland.  I  removed  it  by  operation,  and  found  that  it 
lay  beneath  the  deep  fascia  over  the  carotid  triangle.  It  had 
no  evident  structural  relations  with  the  surrounding  parts ; 
and  once  exposed,  mere  tearing  of  the  surrounding  cellular 
tissue  sufficed  for  its  removal  without  injury. 

An  examination  of  it  showed  it  to  be  an  oblong,  thin- 
walled,  flaccid  cyst,  only  partly  distended  with  grumous 
oily  contents.  Held  up  by  one  pole,  it  was  egg-shaped;  laid 
on  its  side,  it  flattened  out  to  twice  its  width,  losing  propor- 
tionately in  thickness. 
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Microscopic  examinatiou  of  the  wall,  after  due  preparation, 
showed  it  to  be  that  of  a  congenital  sebaceous  cyst. 

Now  all  present  are  doubtless  familiar  with  Holmes' 
masterly  and  exhaustive  essay  on  pulsatile  tumours,  in  the 
St.  George's  HospitaJ  Reports  (vol.  vii),  and  it  might  well 
seem  that  nothing  more  remains  to  be  said  on  the  subject ; 
but  two  reasons  at  least  have  prompted  me  to  publish  this 
case.  In  the  first  place,  though  many  kinds  of  cysts — using 
this  word  in  its  widest  sense — have  been  found,  at  some  time 
or  other,  to  afford  instances  of  pulsatile  tumours,  I  have  not 
yet  been  successful  in  finding  the  report  of  a  case  where  a 
congenital  cyst  has  taken  on  itself  the  characters  of  an 
aneurysm  ;  and,  in  the  second  place,  this  case  gives  an  oppor- 
tunity for  discussing  why  some  tumours  should  have  pulsation 
communicated  to  them  and  some  not,  when  both,  as  far  as 
can  be  made  out,  bear  identical  relations  to  some  large 
artery.  To  take  this  second  point  first,  I  would  remark 
that  the  situation  of  this  tumour  was  the  one  of  all  others  in 
which,  perhaps,  most  cysts  are  found.  Nothing  is  more 
frequent  than  to  have  to  deal  with  tubercular  abscesses 
anterior  to  the  sterno- mastoid  and  deeply  situated, — indeed, 
so  deeply  as  by  no  means  infrequently  to  be  more  or  less 
adherent  to  the  internal  jugular  vein ;  and  yet  it  has  but  once 
fallen  to  my  lot,  that  I  can  remember,  to  see  one  in  which 
pulsation  communicated  by  the  carotid  has  raised  the  ques- 
tion of  aneurysm.  Clearly  the  mere  proximity  of  a  fluid  sac 
to  the  wall  of  an  artery,  even  when  confined  beneath  such 
a  firm  covering  as  the  extension  of  the  deep  cervical  fascia 
anterior  to  the  sterno-mastoid,  will  not  aloue  explain  it. 
AVhere,  too,  a  certain  degree  of  pulsation  is  communicated,  it 
is  almost  always  of  the  direct,  forward,  lifting  kind,  and  unac- 
companied by  that  lateral  expansion  which  is  such  a  distin- 
guishing feature  of  a  true  aneurysm,  or  at  least  of  a  cyst 
cavity  into  which  blood  finds  access,  or  of  a  soft  solid  tumour 
into  which  blood  still  in  its  vessels  enters  to  such  an  extent 
as  to  confer  upon  it  the  characters  almost  of  erectile  tissue. 
And,  speaking  of  such  cysts  and  tumours.  Holmes  remarks* 
that  "  the  lateral  pulsation  on  which  so  much  stress  is  justly 
laid  in  the  diagnosis  of  aneurysm  shows  only  that  the  fluid 
is  contained  in  a  lai'ge  cyst,  and  that  an  artery  opens  freely 
into  it.  It  (the  lateral  pulsation)  cannot  by  itself  show 
whether  this  cyst  is  purely  arterial  or  is  excavated  in  the 
substance  of  a  tumour."  Now  in  this  case  that  I  have 
*  St.  Georgt's  Hospital  Reports,  vol.  vii,  p.  184. 
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narrated,  in  which  neither  of  these  conditions  was  present, 
lateral  pulsation  was  marked,  making  the  resemblance  to 
aneurysm  the  more  real;  and  a  study  of  the  tumour  after 
removal,  to  my  mind,  gives  the  key  to  this  unusual  and 
puzzling  symptom. 

The  cyst  as  I  have  mentioned,  was  thin- walled  and  flaccid, 
though  filled  with — but  not  distended  by — an  oily  contents. 
When  laid  on  the  palm  of  the  hand  it  did  uot  present  the 
egg-shaped  form  that  it  had  when  held  up  by  one  extremity, 
but  became  flattened,  and  on  the  slightest  agitation  it — if  I 
may  be  permitted  a  very  significant  schoolboy's  expression — 
"  wobbled  "  from  side  to  side.  The  flaccidity  of  the  cyst 
explains  this,  and  accounts  also  for  the  fact — and  this  is  the 
key  we  are  searching  for — that  when  laid  across  a  finger  it 
ivrapjjed  round  it.  Now  picture  such  a  tumour  in  the 
anterior  triangle  of  the  neck,  with  its  congeries  of  various 
arteries,  and  held  down  beneath  the  deep  cervical  fascia; 
and,  further,  the  fact  that  its  loose  character  allowed  it  to 
partly  wrap  itself  round  a  large  arterial  trunk ;  and  we 
have  at  once  all  the  conditions  but  one  that  would  furnish 
the  objective  signs  of  aneurysm  ;  and  yet  the  tumour  lacked 
any  communication  with  the  interior  of  an  artery.  The 
pulsation  of  the  artery  would  be  directly  transmitted  in  the 
anterior  or  lifting  sense,  the  cyst  being  pressed  on  it  by  the 
deep  cervical  fascia ;  and  the  lateral  pulsation  would  be 
caused  by  the  fact  that  to  all  intents  and  purposes  the  artery 
ran  through  the  tumour,  or,  what  was  the  actual  fact,  the 
thin-walled  flaccid  tumour  wrapped  itself  round  the  artery. 
Had  the  cyst  been  inflammatory  in  origin,  the  stiffness  of  its 
walls  and  its  adhesion  to  surrounding  parts  would  have 
prevented  its  applying  itself  thus  closely  to  the  artery  ;  and 
this  fact  may  explain  why,  in  deep  cervical  abscesses,  pulsa- 
tion is  not  more  frequently  met  with  than  it  is. 

An  abscess  may,  however,  present  all  the  characters — save 
that  of  bruit — of  an  aneurysm,  even  to  mai'ked  lateral  pulsa- 
tion, if  large  and  flaccid  enough,  and  if  pressed  firmly  on  the 
vessel  by  some  inelastic  covering,  and  if  the  vessel  have  a 
sufliiciently  powerful  pulsation  itself.  Such  a  case  I  published 
in  1883,*  where  a  large  abscess  in  the  anterior  mediastinum 
rose  above  the  sternal  notch,  and  presented  all  the  physical 
signs  of  an  aneurysm  save  bruit;  and  the  conditions  for 
these  were  rendered  evident  after  the  abscess  had  been 
opened,  since  the  finger  could  be  then  passed  down  behind 

*    Gut/'s  Hospital  Reports,  1883,  p.  83. 


46  Case  of  Fid m tile  Congenital  Cervical  Cyst. 

the  sternum  into  a  cavity  into  which  the  arch  of  the  aorta 
prominently  projected.  In  this,  as  in  the  case  related  to- 
night, a  bruit  was  absent,  the  condition  for  the  production  of 
this  symptom  being  present  in  neither  case.  Nor  was  there 
serious  difficulty  in  coming  to  a  correct  opinion  in  either  case. 
As  to  the  former  of  the  two  points  which  I  mentioned  at  the 
commencement  of  my  remarks — the  nature  of  the  tumour, — 
this  was  set  at  rest  by  a  microscopic  examination  of  its  walls, 
which  showed  it  to  be  a  congenital  cyst,  a  tumour  which,  as 
I  said,  I  have  not  met  with  before  as  simulating  aneurysm; 
and,  lastly,  this  case  would  seem  to  teach  that  a  cyst 
structurally  unconnected  with  a  blood-vessel  must,  in 
order  to  show  lateral  or  expansile  pulsation  as  well  as  that 
directly  forward,  be  flaccid  enough  to  apply  itself  so  closely 
to  an  artery  as  more  or  less  to  embrace  it ;  or  that  the  artery 
must  be  sufficiently  large  and  have  a,  powerful  enough  beat 
to  impress  its  form  into  a  proportionately  yielding  or  thin- 
walled  cyst. 
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X. —  A  case  of  Splenic  Leuchxmia  greatly  improved  by 
treatrnent  with  inhalations  of  oxygen  and  loith 
arsenic.  By  Frederick  Taylor,  M.D.  Read 
November  23,  1894. 

THE  following  case  of  leuchaemia  seems  to  me  deserving  of 
record  on  account  of  the  remarkable  improvement, 
which  the  patient  experienced  in  the  course  of  two  months' 
treatment,  as  regards  both  the  amount  of  leucocytes  and  the 
size  of  the  spleen.  The  notes  are  from  the  very  full  report 
of  Mr.  H.  Cooper,  my  clinical  assistant  at  the  time.  The 
patient  was  admitted  under  my  care,  but  in  accordance  with 
the  arrangements  of  our  clinical  wards  he  afterwards  passed 
under  the  care  of  Dr.  Pye-Smith,  who  continued  the  treat- 
ment on  the  same  lines. 

Joseph  H.,  ^t.  25,  a  policeman,  was  admitted  into  Guy's 
Hospital  on  November  2,  1892.  He  is  a  native  of  West- 
moreland, and  has  lived  in  Shropshire  and  Yorkshire.  The 
last  three  years  he  has  lived  in  London.  He  has  never 
been  out  of  England.  He  has  always  been  temperate.  He 
has  had  scarlet  fever,  measles,  and  quinsy,  gonorrhoea  at 
twenty  years  of  age,  and  influenza  a  year  ago.  Has  never 
had  ague  or  any  malarial  fever. 

Family  history. — His  parents,  four  brothers,  and  four 
sisters  are  all  alive  and  well.  There  is  no  consumption  in 
his  family.     He  is  unmarried. 

Present  illness. — He  first  noticed  about  five  months  ago 
that  his  abdomen  was  hard  all  over,  and  he  felt  some  weight 
in  the  abdomen  at  the  same  time ;  but  he  had  no  further 
inconvenience  nor  pain,  and  worked  as  usual.  He  has  been 
losing  his  colour  for  about  a  year,  and  his  flesh  and  strength 
for  some  time.  Three  weeks  ago  he  had  severe  pain  in  the 
abdomen,  which  lasted  two  or  three  days,  and  was  accom- 
panied by  diarrhoea.  On  October  23  he  had  sudden  severe 
pain  in  the  left  lumbar  region,  which  lasted  then  about  two 
hours,  and  has  troubled  him  from  time  to  time  since.  It  is 
aggravated  by  walking,  and  he  cannot  lie  comfortably  on  the 
left  side.  From  the  first  he  has  progressively  lost  colour, 
strength,  and  weight,  until  the  last  two  months,  during 
which  he  thinks  he  has  increased  a  little  in  weight.     He  is 
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also  tii'ed,  languid,  and  short  of  breath.  His  appetite  is 
good  ;  he  has  had  no  cough,  and  has  not  noticed  any  enlarged 
glands.  He  has  had  frequent  attacks  of  epistaxis  during  the 
last  five  months.  The  divisional  surgeon  reports  him  to  have 
been  ill  as  follows  : — May,  1891,  influenza;  November,  1891, 
rupia ;  August,  1892,  catarrh,  abdominal  swelling;  October, 
1892,  enlarged  spleen. 

Present  condition. — A  powerful-looking  man,  of  fair  com- 
plexion and  hair,  witli  a  faint  pink  tinge  on  the  cheeks. 
Height  5  feet  10  inches.  Weight  11  st.  9^  lbs.  Abdomen 
full,  prominent,  rounded,  and  tense  ;  rather  more  prominent  on 
the  left  than  on  the  right  side.  The  umbilicus  is  flattened 
out,  and  one  or  two  veins  are  visible  running  down  to 
Poupart's  ligament.  The  left  half  of  the  abdomen  is 
occupied  by  the  spleen.  It  forms  a  smooth,  hard,  resistent 
tumoui*,  which  extends  also  into  the  right  side,  and  presents  a 
well-defined  edge  to  the  right,  with  a  distinct  notch  at  the 
upper  part.  The  lower  border  of  the  mass  is  three  inches 
below  the  umbilicus.  Behind  the  anterior  superior  spine  of 
the  ilium  an  ill-defined  edge  can  be  felt,  which  becomes 
more  definite  in  the  flank  ;  and  this  rounded  posterior  border 
is  six  inches  from  the  spine  of  the  third  lumbar  vertebra. 
The  spleen  passes  above  under  the  ribs,  and  its  upper  limit, 
as  ascei'tained  by  percussion,  is  4f  inches  below  the  nipple  in 
the  nipple  line.  The  tumour  is  moveable,  painless,  and  noc 
tender.  A  creaking  rub  can  be  heard  over  the  greater  part 
of  the  left  side  of  the  tumour  at  the  end  of  inspiration.  The 
measurements  of  the  spleen  are  as  follows  : 

Horizontally  at  level  of  umbilicus  .     12    inches. 

Greatest        transverse       measurement 

(Ig  inches  above  umbilicus)       .  .      13j       „ 

Oblique     measurement     in     course    of 

tenth  rib  .....     14f       ,, 

Vertical  measurement  through  umbilicus       7|       „ 

„  ,,  in  nipple  line        .      lO-g       ,, 

„  „  through    anterior 

superior  spine    .  .          .  .          .       8|       „ 

Extreme   limit   to    right    of    umbilicus 

(H  inches  above  umbilicus)       .          .       2|       ,, 
Distance  of  upper  border  below  tip  of 

xiphoid  cartilage  in  umbilical  line     .       2|       ,, 
The  hepatic  dulness  begins  above  at  the  fifth  intercostal 
space,  but  does  not  extend  below  the  ribs ;  nor  can  the  liver 
be  felt. 
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The  cardiac  impulse  is  in  the  fourth  space^  immediately 
below,  and  internal  to,  the  nipple  :  there  is  no  increase  of 
the  precordial  dulness.  There  is  a  faint  pulmonai'y  systolic 
murmur. 

The  chest  is  flat,  with  rather  everted  costal  margins,  and. 
a  very  Avide  epigastric  angle.  There  is  a  creaking  rub  at  the 
end  of  inspiration  in  the  left  lower  axilla,  continuous  with  that 
heard  over  the  spleen  :  otherwise  respiration  is  normal. 

The  urine  is  clear,  lemon-coloured,  acid,  of  specific 
gravity  1010,  containing  urea,  1'4  per  cent.,  no  albumen, 
no  sugar,  and  no  blood. 

Blood. — He  does  not  show  extreme  anasmia  :  there  is  a 
distinct  though  faiut  pink  tinge  on  the  cheeks  ;  there  is  some 
pallor  of  the  lips,  gums,  eyelids,  and  fingers,  but  it  is  not 
pronounced. 

A  specimen  of  the  blood  placed  under  the  microscope 
shows  a  field  covered  with  leucocytes,  while  here  and  there 
are  rouleaux  and  clusters  of  red  discs.  The  leucocytes  appear 
to  be  as  numerous  as  the  red  discs ;  they  are  large  and  gran- 
ular:  measure  about  10  ^.  Some  of  the  leucocytes  contain 
large  oval  granular  nuclei ;  others  have  two  or  three  nuclei. 
Some  of  the  red  discs  appear  nucleated.  The  number  of 
corpuscles  in  a  cubic  millimetre  is  2,880,000  :  of  these 
1,880,000  are  red  corpuscles,  and  1,000,000  are  leucocytes. 
Hfemoglobin  appeared  to  be  40  per  cent,  of  the  normal. 
There  is  no  apparent  enlargement  of  any  lymphatic  glands, 
and  no  evidence  of  the  enlargement  of  those  in  the  chest  or 
abdomen.  Optic  discs  normal;  retinal  veins  tortuous,  but 
doubtful  if  more  so  than  is  natural. 

He  was  ordered  on  November  3  to  have  5  minims  of 
Liquor  Arsenicalis  in  solution  three  times  a  day,  and  to 
inhale  30  litres  of  oxygen  gas  daily. 

The  dose  of  Liquor  Arsenicalis  was  increased  to  7  minims 
on  November  7,  to  9  minims  on  November  11,  to  11  minims 
on  November  18,  to  13  minims  on  November  21,  and  to 
15  minims  on  November  25. 

On  the  lower  third  of  each  leg  are  a  few  patches  of 
pigment,  occupying  an  area  of  3  inches  by  4  inches ;  they 
are  of  a  dark  brown  colour,  with  irregular,  somewhat  scal- 
loped outlines,  not  raised  above  the  surrounding  surfaces  ; 
here  and  there  they  show  some  thin  silvery  scales.  They 
are  suggestive  of  syphilis  ;  but  questioned  on  the  subject, 
he  denies  any  primary  or  secondary  lesions.  The  "  rupia  " 
above  mentioned  was  only  a  week  old  when  he  applied  to 
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the  surgeon.  There  were,  in  addition  to  the  patches  on  the 
legs,  a  patch  of  dry  scales  on  his  left  knee,  and  one  on  his 
right  thigh.     He  took  medicine  for  three  weeks. 

November  18:  He  was  ordered  one  grain  of  Pilula  Hydrar- 
gyri,  ter  die.  November  19  :  Examination  of  blood.  Red 
corpuscles  per  cubic  millimetre,  3,080,000,  or  G1"G  per  cent. ; 
leucocytes,  470,000  ;  hajmoglobiu,  40  per  cent.  November 
28  :  The  oxygen  inhalation  has  been  continued,  to  the  extent 
of  about  30  litres  in  24  hours.  He  feels  better,  and  eats  and 
sleeps  well.  The  spleen  has  decreased  somewhat  in  size, 
especially  at  the  lower  and  right  margins. 

Horizontal  measurement  at  level  of  um- 
bilicus       ...... 

Greatest  transverse  measurement  (2 
inches  above  umbilicus)     . 

Verticalmeasurementthrough  umbilicus 
^,  „  in  nipple  line 

Extension  beyond  umbilicus 

Distance  of  upper  edge  from  point  of 
xiphoid      ...... 

Distance  of  lower  edge  from  symphysis 

pubis         ......       3         „ 

December  2  :  He  has  been  troubled  with  nausea,  but  as  it 
is  not  severe  the  arsenical  mixture  has  been  persisted  in. 

December  5  :  The  blood  is  remarkably  different  from 
what  it  was.  A  drop  placed  under  the  microscope  does  not 
show  more  than  two  or  three  leucocytes  in  the  field,  and  did 
not,  indeed,  strike  Mr.  Cooper  (the  clinical  assistant)  as 
showing  an  abnormal  number.  Examination  showed  :  red 
corpuscles,  3,090,000  (61-8  per  cent.)  ;  leucocytes,  10,000  ; 
hfemoglobin,  35  per  cent. 

On  December  8,  as  he  was  showing  some  indications  of 
the  toxic  effects  of  arsenic,  the  medicine  was  discontinued 
for  a  time,  and  he  took  Tinctura  Ferri  Perchloridi,  with  a  few 
grains  of  Sulphate  of  Magnesium.  The  mercurial  pill  was 
omitted. 

On  December  16  the  measurements  of  the  spleen  showed 
a  further  diminution,  as  follows  : 


10^ 

inches, 

14 

jj 

5 

)) 

9| 

)} 

2i 

}) 

93 

•"4 

)} 

Dr.  F.  Taylor's  Case  of  Splenic  Leuchaemia.  51 

Transverse    .         .         .         .         .         .     IH  inches. 

Yerticalmeasurementthrough  umbilicus     none 
„  ,,         in  nipple  line         .       8         ,, 

,,  „         at  meetingof  upper 

border  with  costal  margin  .  .        7|       ,, 

Extension  beyond  umbilicus.  .  .     none 

Distance  of  upper  border  from  xiphoid.       2j        „ 
„       of  lower  border  from  symphysis 

pubis 4|       „ 

It  may  be  noted  that  the  umbilicus  lies  slightly  to  the 
right  of  the  actual  median  line  of  the  abdomen.  December 
18  :  Examination  of  the  blood.  An  undiluted  specimen  under 
the  microscope  shows  from  10  to  12  leucocytes  in  the  field. 
Enumeration  gives  per  cubic  millimetre  : — Eed  corpuscles, 
3,630,000,  or  72  per  cent;  leucocytes,  20,000;  haemoglobin, 
40  per  cent. 

The  patient  left  the  hospital  on  January  4,  1893,  seeming 
in  pretty  good  liealth.  The  spleen  was  about  the  same  size 
as  on  December  16. 

Longest  oblique  measurement  nearly  in 

course  of  tenth  rib     .          .  .  .13    inches. 

Transverse    measurement   at    level    of 

umbilicus ......       5^       „ 

Transverse    measurement    at    level    of 
junction  of  upper  border  with  costal 
margin      ......     10^       ,, 

Vertical  measurement  in  nipple  line      .       8         ,, 

Distance  from  umbilicus        .          .  .       2          „ 

„         „      nipple    .  .  .          .       2^       „ 

„       symphysis  pubis     .          .       4i       „ 
,,         „      anterior    superior    spine 
of  ilium I  inch. 

The  urine  usually  varied  between  40  and  60  ounces  per 
diem.  The  specific  gravity  was  mostly  between  1014  and 
1018,  and  the  reaction  was  always  acid.  The  urea  was  esti- 
mated on  twenty-three  separate  occasions,  and  in  sixteen 
instances  was  2  per  cent,  or  more,  mostly  between  2  and  2*5. 
Estimated  daily  amounts  were  between  400  or  600  grains. 
Deposits  of  crystalline  uric  acid  were  frequently  observed. 

The  record  of  the  temperature  has,  unfortunately,  been 
mislaid. 

After  leaving  the  hospital  he  went  into  Yorkshire,  and  we 
have  heard,  through  the  kindness  of  Dr.  E.  P.  Pickersgill, 
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of  Sherbuvu-iu-Elmet,  that  ou  January  11,  1894,  lie  was 
losing  flesh,  that  there  was  still  a  cardiac  bruit,  and  that  the 
spleen  was  very  much  enlarged,  reaching  to  Poupart's  liga- 
ment, and  extending  right  over  to  the  right  side  of  the 
abdomen.     The  blood  was  not  examined. 

Dr.  Pickersgill  again  writes  on  August  14,  1894,  that 
"the  spleen  is  extremely  enlarged,  although  he  has  been  under 
Liquor  Arsenicalis,  nixv,  thrice  daily  for  some  weeks  now, 
with  slight  intermissions." 

The  following  records  of  his  weight  have  been  given  me  : — 
On  November  6,  1892,  while  in  Guy's  Hospital,  fl  st.  9h  lb.; 
soon  after  leaving  the  hospital,  14  st.  4  lb. ;  in  December, 
1893,  13  St.  7  lb. ;  in  August,  1894,  12  st.  11  lb. 

In  order  to  show  at  a  glance  the  progress  of  the  case 
when  under  our  care,  I  have  tabulated  the  observations  on 
the  blood  and  on  the  size  of  the  spleen  respectively. 


Condition  of  the  Blood. 


Red  corpuscles  per  cub.  mm. 

Percentage  of  normal 
Leucocytes  per  cub.  mm. 

Relation  to  normal  (8000) 
Hnemoglobiu   percentage   of 

normal      .... 


On  admission. 

Nov.  19. 

Dec.  5. 

Dec.  18. 

2,880,000 

3,080,000 

.  3,090,000 

3,630,000 

57-6 

61-6 

61-8       . 

72-6 

1,000,000    . 

470,000 

10,000 

20,000 

125  to  1    . 

61  to  1 

.     1-25  to  1 

2-5  to  1 

40 


40 


35 


40 


Size  of  the  Spleen. 


On  admission. 

Inches. 

.     13i 

.     144 

7i 

.     104 


Greatest  transverse  measurement 
Oblique  measurement        .         .         .         , 
Vertical  measurement  at  umbilicus  . 
,,  ,,  in  nipple  line 

„  ,,  opposite     anterior 

superior  spine  of  ilium  .         .         .       8-| 

Vertical  measurement  at  line  of  junction 

of  upper  border  with  costal  margin      .     — 
Extension  beyond  middle  line,   short  of 

the  middle  line     .....       2| 
Horizontal  measurement  at  umbilicus      .     — 
„  „  at    junction    of 

upper  border  with  costal  margin  .     — 

Distance  of    upper  border  from  tip    of 

xiphoid         ......       2|- 

Distance  of  lower  border  from  symphysis 

pubis — 


Not.  19. 

Indies. 

14 


9f 


2-i 

lOi 


21 


Dec.  16. 
Inches. 

lU 


2i 


Jan.  4. 
Inches. 


13 


2 

lOi 


The  figure  on  the  opposite  page  represents  the  size  of  the 
spleen  at  different  dates. 
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Fig.  1. 


1.  November  2,  1892. 

2.  November  19,  1892. 


3.  December  16,  1S92. 

4.  January  4,  1893. 


Unfortunately  for  the  purposes  of  a  strict  inquiry  into  the 
reasons  of  our  success,  two  therapeutical  agents  were  simul- 
taneously employed ;  one  was  the  administration  of  arsenic 
in  doses  of  the  liquor,  increasing  from  5  to  15  minims  (or 
■^  grain  to  -^  grain  of  arseuious  acid) ;  the  other  was  the 
daily  inhalation  of  oxygen  gas,  to  an  amount  which  corre- 
sponded as  closely  as  possible  to  thirty  litres,  or  a  little  more 
than  one  cubic  foot. 

I  will  not  here  discuss  the  influence  of  arsenic  in  the 
treatment  of  leuchsemia.  Arsenic  is  the  drug  in  which 
hitherto  most  confidence  has  been  placed,  and  from  which 
relief  is  stated  to  have  been  obtained ;  but  it  is  allowed  that 
it  must  be  given  in  large  doses,  and  that  permanent  benefit  is 
not  likely  to  result,  except  in  early  stages  of  the  disease. 
That  there  may  be  considerable  improvement  is  shown  by  a 
case  read  before  the  Clinical  Society,*  in  which  90  and  100 

*   Clinical  Society's  Transactiojis,  1892,  vol.  xxv,  p.  258. 
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minims  of  Liq.  Arsenicalis  were  given  dailVj  but  the  sequel  of 
the  case  lias  yet  to  be  published.  In  the  present  instance 
the  arsenical  treatment  was  not  meant  to  be  pushed  to  an 
extreme,  and  the  daily  dose  was  never  more  than  45  minims, 
which  was  reached  twenty-three  days  after  admission;  and 
thirteen  days  after  this  it  was  discontinued,  as  some  toxic 
effects  were  becoming  manifest. 

The  oxygen  inhalations,  to  which  we  may  now  turn,  were 
continued  throughout. 

Cases  of  leuchaemia  treated  by  this  method  have  already 
been  placed  on  record,  and  the  results  have  been  various.  So 
long  ago  as  1883  Kirnberger"^  reported  a  case  in  which  the 
inhalation  of  oxygen  was  used,  on  the  ground  of  its  value  in 
the  treatment  of  anaemic  patients.  The  patient  was  a  boy 
aged  lOi,  who  in  the  late  summer  of  1882  suffered  from  loss 
of  appetite,  nausea,  and  pains  in  the  gasti'ic  region,  and  after 
some  preliminary  treatment  by  his  mother  was  seen  by  a 
medical  man  in  November.  He  "was  then  pale,  with  nausea 
and  tightness  of  the  chest,  and  presenting  hasmic  murmurs 
in  the  neck  and  at  the  heart,  but  no  albuminuria.  He 
became  weaker  and  more  pallid,  and  on  December  1  enlarged 
spleen  was  found  measuring  18  centimetres  in  length  ;  while 
the  blood  presented  the  leucheemic  condition,  with  white 
corpuscles  in  proportion  to  the  red  as  1  :  90.  Iron  and 
arsenic  were  given,  but  without  result.  Then  oxygen  was 
inhaled  to  the  extent  of  30  litres  daily,  and  he  immediately 
began  to  improve.  In  ten  days  he  was  able  to  leave  his  bed 
for  a  time ;  the  spleen  diminished  in  size,  and,  in  January, 
1883,  it  was  only  14  cm.  in  length.  The  blood  now  showed 
only  an  inconsiderable  increase  of  the  leucocytes ;  the  red 
corpuscles  were  2,000,000  in  the  c.mm.,  and  there  were 
numei'ous  microcytes,  debris,  and  a  great  number  of  abnor- 
mally shaped  blood-corpuscles,  of  wedge  and  tailed  form. 
By  the  end  of  January  these  were  less,  and  the  red  coi'puscles 
had  increased  to  3,000,000  per  c.mm. ;  the  leucocytes  were  no 
longer  in  excess,  and  the  spleen  was  only  slightly  increased. 
Four  w'eeks  later  the  boy  was  able  to  go  to  school,  looking 
well,  but  still  with  a  slight  enlargement  of  the  spleen.  He  had 
taken  the  arsenic  and  inhaled  oxygen  throughout.  He  was 
kept  under  observation,  and  the  red  corpuscles  never  exceeded 
4,000,000  per  c.mm.  In  the  middle  of  April  there  was  a 
fresh  enlargement  of  the  spleen,  which  measured,  at  the  end 
of  the  month,  12  cm.  in  length,  and  projected  two  fingers' 
*  Deutsch.  med.  Wochenschrift,  1883,  Xo.  -41,  Oct.  10,  p.  593. 
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breadths  beyond  the  ribs.  The  red  corpuscles  had  fallen  to 
3,000j000 ;  the  wedge-shaped  corpuscles  were  again  present, 
and  the  hasmoglobin  was  30  per  cent,  of  the  normal,  but 
there  was  no  increase  of  the  leucocytes.  Arsenic  without  the 
inhalation  of  oxygen  brought  the  spleen  down  to  7  cm,  by 
the  beginning  of  May,  but  the  blood  was  unchanged,  and  the 
boy  was  still  pale.  Inhalations  of  oxygen  again  restored  him 
to  health,  and  in  the  middle  of  September  the  swelling  of  the 
spleen  had  entirely  disappeared,  and  the  blood  corpuscles 
were  normal  in  number.  Kiruberger,  in  his  remarks  on  the 
case,  raises  the  question  of  the  diagnosis.  The  proportion  of 
the  leucocytes  to  the  red  corpuscles  was  never  observed  higher 
than  as  1  :  90 ;  and  on  the  relapse  of  the  illness  they  were 
not  appreciably  increased  above  the  normal.  It  certainly 
differs  in  this  respect  from  the  typical  splenic  leuchsemia, 
of  which  my  own  case  was  an  example,  and  possibly  may 
have  belonged  to  the  group  of  splenic  anasmia.  Kirn- 
berger  himself  says  :  "  A  doubt  might  be  allowed  whether 
it  was  to  be  considered  rather  as  a  leuchaemia  or  pseudo- 
leuchasmia,  since  there  are  authors  who  only  speak  of 
leuchsemia  when  the  increase  of  white  corpuscles  is  consider- 
able (in  the  proportion  of  1  :  20  or  higher) ;  still  the  name 
has  no  importance  here,  and  is  a  matter  of  indifference  in 
respect  to  treatment." 

Sticker,  three  years  later,"^  reports  a  case  treated  with 
oxygen  inhalations  by  Riegel.  The  patient  was  twenty-five 
years  of  age,  and  had  been  ill  three  years.  He  had  a  large 
splenic  tumour,  great  enlargement  of  the  liver,  pain  at  the 
lower  sternum,  oedema,  and  the  well-known  appearances  of  the 
blood.  The  proportion  of  red  to  white  corpuscles  Avas  as  1  :  2. 
On  May  She  began  the  inhalation  of  30  litres  of  oxygen  daily  in 
two  portions,  and  even  at  the  end  of  a  week  the  red  corpuscles 
had  increased  and  the  leucocytes  had  diminished.  On  June 
19,  60  litres  were  inhaled,  and  on  August  22  the  proportion 
of  the  blood  corpuscles  to  one  another  was  nearly  normal. 
The  patient's  weight  had  increased  from  113  to  126  lbs.,  and 
he  felt  and  looked  much  better.  The  oedema  was  gone  ;  the 
sternum  was  not  now  tender ;  the  liver  was  considerably 
reduced  in  size,  but  the  spleen  was  about  two  fingers' 
breadths  larger.  On  September  6  the  patient  went  home, 
and  discontinued  the  treatment  for  a  time.  He  returned  to 
hospital  and  went  rapidly  downhill,  in  spite  of  fresh  oxygeu 

*  Munchener  med.    Wochenschrift ,  xxxiii,  43,  44,  1886.     Abst.  in  Schmidt's 
Jahrbiicher,  213,  p.  147. 
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inhalations,  and  died  on  January  8,  1886.  The  autopsy  fully 
confirmed  the  diagnosis. 

Pletzer*  mentions  two  cases  treated  similarly.  In  the 
first  the  treatment  seemed  to  be  favourable,  but  the  patient 
gave  it  lip  after  fourteen  days.  The  other  patient,  who 
had  at  the  same  time  disease  of  the  lungs,  remained  two 
months  under  treatment,  and  was  then,  at  her  own  wish, 
discharged  in  a  much  impi'oved  condition.  She  felt  better; 
her  bodily  weight  had  increased ;  the  liver  and  spleen  were 
smaller;  the  proportion  of  the  leucocytes  to  the  red  corpuscles 
was  increased  from  1  :  5  to  1  :  13.  The  patient  had  inhaled 
30  litres  daily.  From  examination  of  the  blood  this  appeared 
to  be  a  case  of  purely  splenic  leuchaBmia,  whereas  in  the  first 
patient  the  implication  of  the  medulla  of  the  bones  was  both 
accepted  during  life,  and  proved  by  post-mortem  examination, 
the  patient  dying  eventually  from  pleurisy. 

It  cannot  be  said  that  either  of  these  cases  is  completely 
satisfactory  as  to  the  curability  of  splenic  leuchasmia,  or  as  to 
the  curative  influence  of  oxygen  inhalations.  That  the 
disease  in  my  case  did  undergo  a  very  remarkable  ameliora- 
tion in  the  course  of  nine  weeks  under  the  combined 
influence  of  oxygen  inhalations  and  arsenical  medicines, 
there  cannot  be  the  slightest  doubt ;  and  for  myself  I  do  not 
remember  to  have  ever  before  seen  such  an  improvement  in 
a  typical  case  of  splenic  leucheemia.  We  must  not  forget, 
however,  that  he  has  since  relapsed.  At  the  date  of  the  last 
infoi-mation  we  have  of  him  (August,  1894)  the  total  duration 
of  his  illness  amounts  to  over  two  and  a  half  years,  or  more 
than  the  period — two  years — which  is  accepted  as  the  average 
duration.  But  we  cannot,  of  course,  say  by  how  much  longer 
he  will  exceed  the  average.  Many  more  cases  will  have  to 
be  observed  before  one  can  speak  with  any  confidence  of  the 
value  of  this  line  of  treatment.  In  the  meanwhile  one  may, 
perhaps,  be  allowed  to  make  a  few  remarks,  or  rather  raise 
some  questions  as  to  the  theory  of  its  action.  We  may  ask 
here,  as  we  should  ask  of  the  treatment  of  every  disease, 
whether  it  really  deals  with  the  materies  morhi,  or  the  causa 
causans ;  or  if  it  only  relieves  a  symptom,  or  supplies  some 
deficiency  which  the  disease  creates,  and,  if  such  deficiency, 
whether  the  whole  or  only  part  of  it. 

Kirnberger  appears  to  regard  it  as  supplying  the  oxygen 
which  the  red   corpuscles  with  their  deficient  numbers  are 

*  Berliner  klin.  Wochschr.,  xxiv,  38,  1887.  Abst.  in  Schmidt's  Jahrbiicher, 
216,  p.  158. 
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unable  to  carry  to  the  tissues.  If  this  is  the  case,  it  may 
delay  the  progress  of  the  disease ;  it  may  hinder  and  delay 
the  results  of  the  disease  upon  the  body  generally  ;  and  it 
is  conceivable  that  it  may  delay  them  so  long  as  to  allow 
the  primary  deviation  from  health  to  subside ;  but  unless 
there  is  some  such  tendency  for  the  disease  to  recover  of 
itself  in  time,  the  oxygen  on  Kirnberger's  supposition  would 
not  have  any  finally  curative  effect.  In  order  to  discuss  the 
influence  of  this  or  any  other  treatment  upon  splenic 
leuchtemia  from  this  point  of  view,  we  must  knoAv  a  good  deal 
more  of  the  nature  and  origin  of  the  disease  than  appears  to 
be  known  at  present. 

Another  point  of  interest  is  the  amount  of  the  remedy 
that  has  been  employed,  and  that  has  been  apparently  so  effi- 
cacious, atleast  temporarily,  in  some  cases.  Thirty  litres  may 
seem  a  large  quantity,  but  it  is  a  very  small  proportion  of  the 
amount  of  air  we  breathe  in  a  day.  Taking  the  amounts  given 
in  Foster's  Text-hook  of  Physiology  for  the  tidal  air  (500  c.c.) 
and  the  frequency  of  respiration  (17  per  minute),  we  find  that 
8500  c.c,  or  8^  litres  are  breathed  in  a  single  minute,  and, 
therefore,  that  30  litres  of  air  can  be  got  through  in  less  than 
four  minutes.  The  amount  of  tidal  air  dealt  with  in  twenty- 
four  hours  is  12,240  litres  ;  and  if  one-fifth  of  this  is  oxygen, 
the  amount  of  oxygen  breathed  in  the  day  is  2448  litres.  The 
respiration  of  30  litres  of  pure  oxygen  means  the  addition  of 
the  24  litres  of  oxygen,  which  replace  the  proportion  of 
nitrogen  (four-fifths)  in  the  respired  gas.  The  24  litres  thus 
added  amount  to  less  than  one-hundredth  part  (^-fxs  ~  To^'s) 
of  the  amount  usually  breathed  in  a  day. 

It  should,  moreover,  be  stated  that  there  was  no  adequate 
provision  in  the  apparatus  we  employed  for  the  complete 
respiration,  without  escape,  of  the  30  litres  employed ;  so  that 
the  additional  amount  of  oxygen  maybe  put  at  a  good  deal  less 
even  than  y^.  When  we  consider  the  great  variations  in  the 
number  of  respirations,  and  the  amounts  breathed  by  different 
individuals,  and  by  the  same  individuals  at  different  times,  it 
is  not  at  once  clear  how  such  results  should  arise  from  these 
means. 

As  far  as  I  know,  there  is  no  particular  reason  for  limiting 
the  amount  of  oxygen  inhaled  to  30  litres  per  diem  ;  and  in 
another  case  I  should  certainly  give  double  the  amount,  as  I 
have  recently  in  a  case  of  splenic  auEemia. 

Since  writing  this  paper,  I  have  met  with  a  pamphlet  by 
H.  Vehsemeyer,  of  Berlin,  who  has  collected  the  records  of 
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numerous  cases  of  leuclufiinia,  and  has  grouped  them  accord- 
ing to  the  method  of  treatment  employed.^  He  deals  first 
with  oxygen  inhalations,  and  shows  that  more  or  less  im- 
provement, or  relief  to  symptoms,  was  temporarily  obtained 
in  cases  published  by  Sticker,  Pletzer,  Da  Costa,  Hershey, 
Eickenbusch,  Sizer,  Burschinski,  Seguin,  and  Rehn.  On  the 
other  hand,  it  appears  that  others,  as,  e.g.,  Schulze,  Stintzing, 
Mosler,  and  Curschmann,  have  seen  the  method  tried  in  many 
leuch^emias  with  no  result.  He  regards  Kirnberger's  case  as 
one  of  anaemia  and  not  of  true  leucocythasmia. 

His  final  verdict  is  as  follows  : — "  Oxygen  inhalations  are 
only  to  be  used  with  success  in  the  early  stage  of  leuchEemia, 
as  palliative  means  for  the  improvement  of  the  general  con- 
dition and  of  the  condition  of  the  blood;  they  exercise  no 
influence  upon  the  enlargement  of  the  spleen,  and  cannot 
favourably  affect  either  the  progress  of  morbid  process  or  the 
second  stage  of  the  disease.^'  From  my  own  case  I  am 
disposed  to  take  a  more  favorable  view  of  their  influence 
upon  the  spleen. 

*  Die  BehancUung  der  LeuJcstmie :  Kritische  Studie,  von  Dr.  H.  Velisemeyer, 
Berlin,  1894. 
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XL— ^  case  of  Supernumerary  Testis.  By  W.  Arbuthnot 
Lane,  M.S.     Bead  November  28,  1894. 

CG.,  aged  17,  a  black-liaired,  dark-skinned  lad,  well 
•  developed  for  his  age,  was  admitted  into  Guy's  Hos- 
pital under  my  care  on  August  15,  1894.  He  complained  of 
a  rounded  lump  in  the  right  half  of  the  scrotum,  which  was 
discovered  in  July  by  a  medical  board  who  examined  him  as 
a  candidate  for  the  naval  service,  and  who  refused  him  on 
that  account.  He  was  unable  to  say  how  long  the  swelling 
had  existed,  as  he  had  never  noticed  it  before.  He  desired 
to  be  relieved  of  it. 

The  lump  he  complained  of  was  as  large  as  a  good-sized 
cherry,  with  a  smooth  surface,  having  apparently  some  con- 
nection wnth  the  cord  by  its  posterior  aspect.  It  had  no 
connection  with  the  right  testicle,  and  could,  by  manipulation, 
be  separated  from  it  by  an  interval  of  about  two  and  a  half 
inches.  Tractionin  a  downward  direction  on  the  testis,  so  as  to 
render  the  spermatic  cord  as  tense  as  possible,  did  not  affect 
the  range  of  mobility  of  the  mass.  Moderately  firm  pressure 
produced  no  pain,  and  severe  pressure  caused  but  slight 
discomfort.  On  being  interrogated  after  the  operation 
whether  the  feeling  experienced  from  this  pressure  resembled 
that  produced  by  compressing  the  normal  testis,  he  said  there 
was  no  similarity.  This  portion  of  his  evidence  was  obviously 
not  very  reliable.  The  left  testis  was  well  developed  and  of 
full  size,  while  the  right  one  was  considerably  smaller.  If 
the  bulk  of  the  right  testis  were  increased  by  that  of  the 
lump,  the  whole  would  still  be  smaller  than  the  left  one. 
Both  right  and  left  testes  were  apparently  perfectly  normal 
in  their  structure. 

The  tumour  was  exposed  by  an  incision  into  the  right  half 
of  the  scrotum.  It  was  found  to  be  attached  to  the  testis  by 
a  fascial  mesentery,  which  was  about  three  inches  in  length, 
in  whose  upper  free  margin  a  small  rounded  cord  could  be 
felt  blending  above  with  the  spermatic  cord.  This  proved, 
on  subsequent  examination,  to  be  the  vas  and  vessels  of  the 
supernumerary  testis.  The  tumour  was  freely  incised,  and  a 
capsule  was  turned  back  with  some  difficulty  from  its  surface. 
It  was  then  discovered  that  this  capsule   was    the  visceral 
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Fig.  2. 


layer  of  tlie  tunica  vaginalis  with  tlie  tiiuica  albuginea,  and 
that  the  organ  resembled  exactly  a  small  testis  in  structure, 
in  that  it  possessed  a  body,  tunica  vaginalis,  epididymis,  and 
vas.  The  other  mass,  which  had  been  regarded  as  the  normal 
testis  on  the  same  side,  was  accordingly  turned  out  through 
the  incision,  and  its  structure  carefully  examined.  It  proved 
to  possess  all  the  components  of  a  normal  testis.  It  was 
replaced  in  the  scrotum,  and  the  supernumerary  organ,  which 
was  too  much  mutilated  to  be  of  any  use,  was  removed. 

The  following  is  the  re- 
port of  the  Surgical  Regis- 
trar, Mr.  Bellingham  Smith, 
on  the  tumour  : — "  When 
seen  the  organ  had  been 
placed  in  strong  spirit,  and 
had  had  both  layers  of  the 
tunica  vaginalis  peeled  off 
it.  The  body  of  the  testis 
was  oval,  slightly  lobulated, 
about  |-  inch  long  by  |-inch 
broad.  It  possessed  a  tunica 
vaginalis.  The  epididymis 
was  situated  at  the  back 
part  of  the  testis,  and  was 
about   -^  inch   thick.     The 

1  b 

vas  was  cut  through  close 
to  the  tail  of  the  epididymis. 
The  sections  made  through 
the  body  showed  a  structure 
radiating  from  the  mediasti- 
num. The  spermatic  tubules 
were  readily  teased  out.  Mi- 
croscopical sections  showed 
well-formed  tubules  with 
spermatogenesis  proceed- 
ing." 

This  condition  of  supeiniumerary  testis  is,  as  far  as  I 
know,  one  of  extreme  rarity.  The  relatively  smaller  size  of 
the  right  testis  supports  the  view  that  the  third  organ  is 
developu^.entally  a  subdivision  of  it  in  the  same  manner  that 
is  observed  occasionally  in  the  case  of  the  kidney. 


Represents  diagrammatically  tlie  appa- 
rent size  aud  relations  of  the  two  testes 
to  one  another,  the  dotted  lines  indi- 
cating the  parietal  layer  of  the  tunica 
vaginalis  of  each. 
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XII. — A  series  of  eighty  cases  treated  with  Biphtheria 
Antitoxin,  icith  observations  on  their  Bacteriology. 
By  J.  W.  Washboukx,  M.D.,  E.  W.  Goodall,  M.t)., 
aod  A.  H.  Card.     Read  Becemher  l-i,  1894. 

OX  October  22,  through  the  kindness  of  the  Council  of  the 
British  Institute  of  Preventive  Medicine,  the  Eastern 
Hospital  was  pi'ovided  with  a  supply  of  antitoxin  prepared 
by  Dr.  Euffer,  and  a  promise  was  given  that  the  supply- 
would  be  continued  until  we  were  enabled  to  form  an  opinion 
of  the  efficacy  of  the  remedy. 

The  treatment  was  commenced  on  the  following  day,  and 
was  carried  out  continuously  until  November  27,  by  which 
time  we  considered  that  sufficient  cases  had  been  treated  to 
form  an  opinion.  As  we  believe  that  a  sufficient  interval 
has  elapsed  since  the  treatment  was  commenced  in  the  last 
patient  of  the  series,  and  as  we  are  aware  of  the  interest 
taken  in  the  subject,  we  have  thought  it  well  to  give  to 
the  members  of  the  Clinical  Society  an  account  of  our 
experience. 

Bacteriological  examination. — A  bacteriological  examina- 
tion was  made  of  all  the  cases  directly  they  were  admitted 
into  the  hospital.  The  method  employed  was  as  follows. 
The  tongue  was  depressed  with  a  spatula,  and  a  little  of  the 
exudation  was  removed  from  the  throat  by  means  of  a  pre- 
viously sterilised  platinum  rod.  AVhen  there  was  no  exuda- 
tion the  rod  was  simply  rubbed  over  the  surface  of  the  fauces, 
and  in  cases  of  laryngeal  diphtheria  Avithout  angina  was  passed 
down  the  throat  as  near  to  the  larynx  as  possible.  Tubes 
of  coag'ulated  blood-serum  were  inoculated  with  the  platinum 
rod,  and  the  inoculation  was  always  made  by  the  same  ob- 
server (A.  H.  C),  so  as  to  obtain  as  far  as  possible  similar 
results.  In  making  the  inoculation  the  surface  of  the  tube 
was  first  moistened  with  the  water  of  condensation,  the  tube 
was  then  inoculated  and  the  surface  again  moistened.  In  this 
way  the  growth  was  evenly  spread  over  the  surface,  and  the 
colonies  were  separate.  At  first  three  tubes  were  inoculated 
from  each  case,  but  we  afterwards  found  that  two  tubes  were 
quite  sufficient.     At  the  same  time  as  the  tubes  were  inocu- 
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lated,  cover-glass  preparations  were  made  from  tlie  exuda- 
tion, and  were  examined  microscopically.  In  about  a  third  of 
the  cases  the  diagnosis  could  be  made  from  this  alone; 
in  one  case  the  diphtheria  bacilli  were  present  in  enormous 
numbers  in  the  exudation^  and  almost  in  a  state  of  pure  culti- 
vation. The  tubes  were  placed  in  an  incubator  at  37"  C,  and 
were  examined  in  about  twenty  hours,  and  cover-glass  pre- 
parations from  the  different  colonies  were  made.  ^Sometimes 
the  examination  was  made  a  few  hours  earlier,  sometimes  a 
few  hours  later.  After  the  first  examination  one  of  the  tubes 
was  again  placed  in  the  incubator,  and  was  examined  from  day 
to  day  to  see  if  fresh  colonies  developed. 

Attention  was  paid  to  the  following  points  : — The  number 
of  typical  and  atypical  diphtheria  colonies ;  the  variety  of  the 
diphtheria  bacillus ;  and  the  number  and  character  of  the 
other  colonies  present.  Special  attention  was  paid  to  the 
latter  point  on  account  of  the  importance  that  has  been 
attached  to  the  association  of  other  bacteria  with  the  diph- 
theria bacillus  upon  the  clinical  course  of  the  disease. 

Diagnostic  value  of  the  bacteriological  examination. — In  the 
majority  of  cases  of  true  diphtheria  the  naked-eye  appear- 
ances of  the  cultivations  were  characteristic,  the  diphtheria 
colonies,  at  the  end  of  twenty  hours,  being  opaque,  and  of  the 
size  of  a  pin's  head.  The  only  colonies  resembling*  them 
were  those  of  a  coccus  described  by  Eoux  and  Yersin,  and 
called  by  them  the  Brisou  coccus.  They  differed  from  the 
diphtheria  colonies  in  being  more  transparent  and  less  promi- 
nent ;  all  doubt  was  removed  by  a  microscopical  examination. 
In  addition  to  the  typical  colonies  other  diphtheria  colonies, 
much  smaller  and  more  transparent,  frequently  developed. 

In  eight  out  of  the  sixty-one  cases  of  true  diphtheria  none 
of  the  colonies  were  typical ;  they  either  did  not  assume  the 
characteristic  appearances  at  the  usual  time,  or  were  smaller 
than  usual,  or  differed  in  some  other  respect.  Such  colonies 
we  have  called  "atypical."  We  have  experimental  evidence 
to  show  that  they  were  true  diphtheria  bacilli. 

Of  the  eighty  cases  which  were  examined,  and  which  were 
all  certified  to  be  suffering  from  diphtheria,  diphtheria  bacilli 
were  found  in  sixty-one.  The  percentage  of  cases  that  were 
not  true  diphtheria  was  thus  23*75.  It  is  an  interesting 
coincidence  that  in  the  memoir  of  MM.  Eoux  and  Yersin  in 
the  Annals  of  the  Pasteur  Institute  exactly  the  same  number 
of  cases  was  examined  with  exactly  the  same  result. 

In  one   of    our  cases  of  croup  there  was   no    exudation 
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upon  the  fauces,  yet  a  bacteriological  exatiiinatiou  revealed 
the  presence  of  diphtheria  bacilli.  The  case  ultimately  required 
tracheotomy,  and  recovei'ed. 

With  one  exception  all  the  cases  in  which  diphtheria 
bacilli  were  found  were  also  diagnosed  from  the  clinical  point 
of  view  as  diphtheria.  The  exception  was  a  case  which  had 
the  clinical  aspect  of  follicular  tonsillitis. 

On  the  other  hand,  there  were  eleven  cases  which  pre- 
sented, on  admission,  the  clinical  aspect  of  true  diphtheria,  but 
in  which  no  diphtheria  bacilli  were  present.  In  most  of  these 
cases  the  amount  of  exudation  was  slight,  but  in  one  there 
was  abundant  exudation.  A  second  examination  of  this  case 
still  gave  negative  results  as  far  as  diphtheria  bacilli  were 
concerned. 

The  further  clinical  course  of  these  cases  confirmed  us  in 
the  opinion  that  they  were  not  true  diphtheria.  The  only 
one  amongst  these  patients  to  die  was  suffering  from  bronchitis, 
and  to  this  cause  death  was  attributed. 

The  result  of  our  observations  in  this  series  of  cases  fully 
coincides  with  our  previous  experience  of  the  extreme  im- 
portance of  a  bacteriological  examination  in  all  cases  of 
angina  and  croup.  It  not  only  enables  non-diphtherial  cases 
to  be  eliminated,  but  it  also  reveals  the  true  nature  of  cases 
which  would  otherwise  not  have  been  considered  to  be  diph- 
theria. 

Prognostic  value  of  hacteriolog ical  exariiination  in  trne  diph- 
theria.— We  have  endeavoured  to  ascertain  whether  any 
prognostic  value  could  be  attached  to  the  results  of  the 
bacteriological  examination  of  the  cases  of  true  diphtheria. 
The  cases  from  a  clinical  point  of  view  were  independently 
divided  into  three  categories, — mild,  moderately  severe,  and 
severe.  The  relative  proportion  of  these  was  calculated,  and 
we  could  thus  be  certain  whether  any  series  showed  a  marked 
deviation  from  the  average. 

Microscopical  examination  of  the  exudation. — Cover-glass 
preparations  of  the  exudation  were  carefully  examined,  and 
the  following  points  were  noted  : 

1.  The  number  of  bacteria  present,  whether  few  or  many. 

2.  The  character  of  the  bacteria  present,  and  a  rough  esti- 
mation of  their  several  numerical  streno-ths. 

In  the  majority  of  cases  a  large  number  of  bacteria  were 
found.  In  six  cases  the  exudation  was  remarkably  free  from 
bacteria,  and  of  these  cases  four  were  mild  and  two  of 
moderate  severity.      In  ten   cases  the   exudation  was  com- 
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paratively  free ;  half  of  these  cases  were  mild,  and  only  one 
severe ;  none  of  them  were  fatal. 

From  these  figures  we  conclude  that  the  fewer  bacteria 
in  the  exudation,  the  less  severe  is  the  case  likely  to  be. 

As  to  the  character  of  the  bacteria  found  in  the  exuda- 
tion, they  were  of  various  kinds,  and  included  straight  bacilli 
of  various  sizes,  comma-shaped  bacilli,  fine  spirilla,  diplococci, 
streptococci,  and  other  micrococci. 

Diplococci  were  almost  always  abundant,  and  were  often 
grouped  in  large  masses,  especially  on  the  surface  of  epithelial 
cells.     In  only  seven  cases  werethey  absent. 

In  twelve  cases  fine  spirilla  were  present,  sometimes  in 
large  numbers. 

In  twenty-two  cases  comma-shaped  bacilli  were  present, 
and  at  times  in  abundance.  In  about  half  the  cases  straight 
bacilli  of  various  sizes  were  present. 

No  prog'uostic  value  could  be  attached  to  the  absence  or 
presence,  or  to  the  number,  of  the  diplococci,  spirilla,  straight 
or  comma-shaped  bacilli. 

Particular  attention  was  paid  to  the  streptococci.  In 
more  than  half  the  cases  some  were  found  in  the  exudation. 
In  seven  cases  many  were  found ;  and  of  these  four  were 
mild  cases,  two  severe,  and  one  moderately  severe.  Careful 
analysis  of  these,  as  well  as  of  the  cases  in  which  a 
smaller  number  of  streptococci  were  found,  showed  that  they 
were  neither  more  nor  less  severe  than  the  average  of  the 
cases. 

In  about  a  third  of  the  cases  characteristic  diphtheria 
bacilli  could  be  distinguished  in  the  exudation  with  sufficient 
certainty  to  make  a  diagnosis  of  the  nature  of  the  disease. 
Very  few  of  these  cases  were  of  a  mild  type,  and  more  than  a 
third  of  them  died;  so  that  the  finding  of  characteristic 
bacilli  in  the  exudation  in  any  quantity  is  of  unfavorable 
import. 

Examination  of  the  cultivations. — We  will  now  turn  to  the 
examination  of  the  cultivations,  and  see  what  information  can 
thus  be  obtained. 

Cases  in  v:hich  only  diphtheria  colonies  developed. — In 
thirteen  cases  no  other  colonies  than  those  of  diphtheria 
develojDed  in  the  tubes  even  after  three  days'  incubation. 
The  majority  of  these  cases  were  of  a  severe  type,  and  a  third 
of  them  died. 

Cases  where  only  a  small  number  of  diphtheria  colonies 
developed. — In  seventeen  cases  only  a  comparatively  small 
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number  of  diphtheria  colonies  developed  in  the  tubes.  Eleven 
of  these  cases  were  mild  and  only  four  were  severe. 

Cases  where  the  diphtheria  colonies  were  atypical. — In  eight 
cases  the  diphtheria  colonies  were  atypical.  Of  these  cases 
five  were  mild,  two  severe,  and  one  moderately  severe. 

It  would  thus  appear  that  when  only  diphtheria  colonies 
develop  in  the  tubes  the  case  is  likely  to  be  severe ;  but  that 
when  the  diphtheria  colonies  are  few  in  number^  or  atypical 
in  character,  the  case  will  probably  be  mild. 

Cases  where  the  diphtheria  colonies  were  associated  with 
streptococci. — In  forty-five  cases  colonies  of  streptococci  de- 
veloped in  addition  to  those  of  diphtheria ;  but  in  only 
eighteen  were  they  present  in  large  numbers.  Of  the 
eighteen  cases  ten  were  mild,  and  four  were  severe  ;  only 
three  died. 

In  the  series  of  sixty-one  cases  of  true  diphtheria  there 
were  three  cases  which  were  remarkable  for  containino-  a 
very  large  number  of  streptococci,  both  in  the  cover-glass 
preparations  of  the  exudation  and  in  the  cultivations.  Two 
of  these  cases  were  mild ;  the  other  was  severe  and  ended 
fatally,  but  was  complicated  with  scarlet  fever.  In  one  of 
the  mild  cases  many  diphtheria  colonies  of  the  long*  variety 
developed,  and  in  the  other  a  moderate  number  also  of  the 
long  variety. 

The  question  of  the  association  with  the  streptococcus  is 
one  of  great  importance ;  and  it  is  stated  by  several  foreign 
observers,  especially  by  Roux,  Martin,  and  Chaillou,  that 
such  an  association  is  most  unfavorable.  Our  observations 
certainly  show  that  an  association  with  streptococci  as  evi- 
denced by  a  single  bacteriological  examination  is  not  of 
unfavorable  import ;  in  fact,  our  cases  lead  to  the  opposite 
conclusion. 

We  are  unable  to  give  a  satisfactoi'y  explanation  of  this 
want  of  agreement  with  other  observers.  It  was  not  caused 
by  any  difference  in  the  variety  of  the  diphtheria  bacillus; 
for  in  seventeen  of  the  eighteen  cases  the  bacillus  was  of 
the  long  variety,  and  in  one  of  the  medium  variety.  In  the 
eighteen  cases  the  colonies  of  streptococci  many  times  out- 
numbered those  of  diphtheria. 

Cases  where  the  diphtheria  colonies  were  associated  tcith 
those  of  the  Brisou  coccus. — Three  cases  were  associated  with 
the  Brisou  coccus ;  two  were  mild,  and  the  other  moderately 
severe. 

Cases  where  the  diphtheria  colonies  were  associated  with  the 
VOL.  xxvrii,  5 
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Staphylococcus  aureus. — Two  cases  were  associated  with  the 
Staphylococcus  aureus;  both  were  mild. 

The  variety  of  the  diphtheria  bacillus. — In  three  cases  only 
the  short  variety  of  the  diphtheria  bacillus  was  found;  all 
were  mild. 

In  ten  cases  the  medium  variety  was  found ;  half  of  the 
cases  were  mild.  In  the  rest  of  the  cases  the  bacilli  were  of 
the  ordinary  long  variety.  It  would  thus  appear  that  the 
short  variety  is  the  least  virulent,  and  that  the  medium 
variety  is  less  virulent  than  the  long. 

Bacteriological  examination  of  non-diphtherial  cases. — In 
nineteen  cases  no  diphtheria  bacilli  were  found.  The  micro- 
scopical characters  of  the  exudation  were  similar  to  those  in 
the  diphtherial  cases,  with  the  exception  thah  diphtheria 
bacilli  were  absent.  In  one  case  colonies  of  streptococci  alone 
developed  in  the  tubes  ;  in  another  case  only  colonies  of  the 
Brisou  coccus.  The  remaining  cases  showed  a  mixture  of 
these  two  micro-organisms  in  varying  proportions.  No  other 
kinds  of  bacteria  developed. 

In  one  case  which  was  fatal  from  bronchitis  the  exudation 
contained  two  kinds  of  bacteria  ;  one  was  a  large  bacillus 
which  stained  irregularly,  and  the  other  was  a  short  bacillus 
united  in  pairs.  In  the  cultivations  many  Brisou  colonies 
developed,  and  a  few  streptococci,  but  neither  of  the  bacilli 
grew. 

Clinical  Observations. 

Mode  of  injection. — The  serum  was  injected  in  nearly 
every  instance  into  the  subcutaneous  tissue  of  the  flank,  as, 
after  trial,  it  was  found  that  it  was  much  more  easily  injected 
into  this  place  than  into  the  buttock.  The  syringes  employed 
were  similar  to  the  one  described  and  figured  in  the  Lancet 
for  December  8,  p.  1355;  one  of  them  held  about  25  c.c, 
the  other  10  c.c.  The  washer  of  the  plunger  is  made  of 
asbestos,  and  can  be  tightened  up  when  in  place  by  means  of 
a  screw  at  the  end  of  the  piston  rod.  It  is  best  not  to  fix  the 
needle  directly  on  to  the  nozzle  of  the  barrel,  but  to  connect  it 
by  means  of  a  piece  of  india-rubber  tubing,  so  as  to  prevent 
injury  in  case  the  patient  moves.  Immediately  before  giving 
an  injection  the  skin  was  washed,  first  with  soap  and  water  and 
then  with  a  solution  of  carbolic  acid ;  and  the  syringe,  needle, 
and  tubing  were  boiled.  If  these  simple  antiseptic  precau- 
tions are  taken,  and  the  serum  be  pure,  there  is  no  risk  of 
inflammation ;    and  that  these  precautions   were  thoroughly 
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■carried  out  is  shown  by  the  fact  that  in  not  a  single  instance 
out  of  182  separate  injections,  Avas  there  at  any  time  the 
slightest  sign  of  any  local  intlammatiou. 

The  amount  of  serum  injected  at  one  time  has  varied  from 
5  to  30  c.c,  the  latter  in  two  doses  of  20  and  10  c.c.  The  total 
amount  injected  during  the  course  of  any  one  case  has  varied 
from  5  to  90  c.c,  the  latter  in  eight  separate  injections  on  suc- 
cessive days.  A  common  dose  has  been  20  c.c,  followed  by 
another  10  c.c.  in  from  eighteen  to  twenty-four  hours.  With 
a  well-made  syringe  as  large  an  amount  as  20  c.c.  can  be  in- 
jected without  any  difficulty.  A  local  swelling  is  formed, 
which  disappears  in  about  twenty  minutes.  Further  remarks 
on  the  question  of  dosage  will  be  made  later. 

1,  Statistics. — In  all  eighty-two  cases  were  treated.  They 
were  all  under  the  age  of  fifteen  years,  and  were  sent  to  the 
hospital  certified  to  be  suffering  from  diphtheria.  Two 
were  found  on  the  day  after  admission  to  be  cases  of  scarlet 
fever,  and  have  been  excluded  from  the  following  statistics 
because  similar  cases  have  been  omitted  from  the  figures 
obtained  for  the  sake  of  comparison  from  past  records. 
We  have,  therefore,  eighty  cases  which  on  admission  to  the 
hospital  were  presumably  diphtheria.  Now  of  these  eighty 
cases,  eight  would  have  been  put  down,  from  clinical  observa- 
tion extending  over  a  few  days,  as  cases  of  angina  other  than 
diphtheria.  The  clinical  diagnosis  of  these  eight  cases  was 
confirmed  by  the  bacteriological  evidence.  The  remaining 
seventy-two  cases  were,  with  only  one  exception,  clinically 
diphtheria.  It  is  this  sei'ies  of  seventy-two  cases  which  we 
compare  with  previous  cases  diagnosed  clinically  as  diph- 
theria. 

We  are  obliged  to  make  the  clinical  and  not  the  bac- 
teriological diagnosis  the  basis  of  a  comparison  for  the  simple 
reason  that  a  bacteriological  examination  has  in  the  past 
been  made  in  only  a  very  few  cases.  Otir  comparison  series 
go  back  to  the  beginning  of  1893;  from  that  time  to  the 
present  the  diagnosis  of  the  cases  has  been  supervised  by  one 
of  the  writers  (E.  W.  G.),  so  that  there  is  no  C{uestion  of 
the  introduction  of  many  varying  personal  equations. 
Again,  it  is  found  that  the  number  of  cases  recognised 
clinically  to  be  not  diphtheria  among  the  patients  under 
fifteen  years  of  age  admitted  to  the  hospital  from  the 
beo"inning  of  last  year  to  the  date  of  commencement  of  the 
antitoxin  treatment  was  10*4  per  cent.;  which  corresponds 
with  the  eight  out  of  the  eighty  cases    with   which  we  are 
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dealing.  Hence  we  may  fairly  take  the  remaining  seventy- 
two  cases  which  were  put  down  from  a  clinical  point  of  view 
as  being  diphtheria,  and  compare  them  with  similar  previous 
cases. 

Of  these  72  cases  14  have  died,  which  gives  a  mortality  of 
19"4  per  cent.  The  mortality  amongst  children  under  fifteen 
admitted  into  the  Eastern  Hospital  during  1893  was  41*8  per 
cent.  (397  cases  with  166  deaths),  and  during  1894  up  to 
October  22,  36  per  cent.  (400  cases  with  144  deaths)  :  a  total 
of  797  cases  with  310  deaths,  with  a  mortality  of  38' 8  per 
cent.  Of  the  72  cases  immediately  preceding  those  treated 
with  antitoxin  28  died — a  mortality  of  38"8  per  cent. 

Ca.se  m.ortality  of  diphtheria  in  children  under  fifteen  at  the 
Eastern  Hosjntal. 

1893  

1894  (Jan.  1— Oct.  22) 

J.in.  1,  1893— Oct.  22,  1894        

Sept.  14— Oct.  22,  1894  (39  days) 
Not  treated  with  serum. 

Oct.  23— Nov.  27,  1894  (36  days)  ...  72  14  194 

Cases  treated  with  serum. 

There  is  thus  a  marked  difference  in  the  case  mortality  of 
the  cases  treated  with  antitoxin  and  those  not  so  treated ;  in 
fact,  the  one  is  just  half  the  other.  It  may,  of  course,  be 
suggested  that  the  seventy-two  serum-treated  cases  were 
perhaps  of  an  abnormally  mild  type.  But,  in  the  opinion  of 
the  one  of  us  who  is  most  familar  with  the  nature  of  the  cases 
admitted  into  the  hospital,  these  cases  were  rather  above  than 
below  the  average  severity. 

With  regard  to  the  comparison  of  our  mortality  with  that 
of  other  hospitals  there  is  the  difiiculty  of  the  varying 
standard  of  diagnosis  ;  so  that  we  cannot  lay  too  much  stress 
upon  such  a  comparison.  Through  the  courtesy  of  Drs.  Mac 
Combie,  Bruce,  Caiger,  and  Matthews,  we  have  been  furnished 
with  the  following  statistics. 

During  the  period  from  October  23  to  November  27  in- 
clusive there  were  admitted  into  the  Western  Hospital  60 
cases  with  20  deaths,  a  mortality  of  33'3  per  cent. ;  into  the 
South-Western  59  cases  with  19  deaths,  a  mortality  of  32*2 
per  cent. ;  and  into  the  South-Eastern  38  cases  with  9  deatlis, 
a  mortality  of  23"6  per  cent.  Now  in  these  hospitals,  with  the 
exception  of  the  last,  the  mortality  was  over  30  per  cent. ; 
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but  at  this  hospital  the  number  of  cases  is  too  small  for  an 
accurate  comparison  ;  and  we  understand  from  Dr.  MacCombie 
that  during  the  whole  year  the  cases  admitted  into  the  hos- 
pital have  been  mild,  and  that  the  mortality  at  all  ages  has 
been  only  25  per  cent,  as  compared  with  a  mortality  of  39"9 
per  cent,  last  year.  If  we  add  the  cases  at  these  three 
hospitals  together  we  get  a  mortality  of  30"5  per  cent. 

At  the  Fountain  Hospital  we  have  only  been  able  to 
obtain  the  mortality  for  the  whole  of  the  months  of  October 
and  November.  During  this  period  there  were  123  cases 
with  38  deaths,  a  mortality  of  30'8  per  cent. 

All  these  statistics  refer  to  patients  under  fifteen  years  of 
age. 

But  though  these  seventy-two  cases  were  clijiically  diph- 
theria,  in  eleven  of  them  the  diagnosis  was  not  confirmed  by  a 
careful  bacteriological  examination.  One  of  the  eleven  was  a 
fatal  case,  and  is  included  amongthe  fourteen  deaths  mentioned ; 
for  it  Avould  certainly  have  been  considered  as  diphtheria  had 
there  been  no  bacteriological  examination.  The  patient  was 
a  child  eleven  months  old,  who  was  also  the  subject  of  acute 
bi-onchitis,  which  was  the  immediate  cause  of  death.  There 
was  an  irregularly  distributed  thin  membranous  exudation 
upon  the  fauces,  much  like  what  is  seen  in  diphtheria.  Sub- 
tracting these  eleven  cases  with  one  death,  we  have  sixty-one 
cases  of  true  diphtheria  with  thirteen  deaths,  a  mortality  of 
21*3  per  cent.  So  that  even  the  mortality  of  the  true  diph- 
theria cases  only,  is  considerably  loAver  than  that  (38 "8  per 
cent.)  of  the  previous  series  of  clinically  diphthei'ia  cases. 

In  ten  of  the  fatal  cases  the  cause  of  death  was  the  direct 
action  of  the  diphtheria  poison  without  complications,  and 
one  of  these  cases  died  within  eight,  and  the  other  within 
thirty-two  hours  of  admission.  In  the  eleventh  the  patient,  who 
was,  on  admission,  also  the  subject  of  scarlet  fever,  died  of 
dyspnoea  some  days  after  tracheotomy.  At  the  autopsy  there 
Avas  much  pulmonary  emphysema.  The  lower  end  of  the 
tracheotomy  tube  had  caused  ulceration  of  the  wall  of  the 
trachea,  exposing  the  cartilage  of  three  of  the  rings.  The 
tracheotomy  wound  was  fairly  healthy.  There  had  been 
during  life  some  cellulitis  of  the  upper  extremities.  In  the 
inflammatory  exudation  streptococci  were  found  in  abun- 
dance; they  had  also  been  found  in  the  exudation  on  the 
fauces.  The  twelfth  patient — a  severe  case  of  post-scarlatinal 
diphtheria — was  tracheotomised,  and  was  doing  well,  until 
the  escape  of  some  vomit  into  his  lung  set  up  a  septic  pneu- 
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monia,  of  which  he  died  on  the  thirtieth  day  of  his  iUness, 
The  thirteenth  case  proved  fatal  from  scarlet  fever  occurring  a 
week  after  admission.  It  was  also  a  severe  case  of  diphtheria 
in  which  tracheotomy  had  been  performed,  and,  though  pro- 
gressing favorably,  the  patient  was  by  no  means  out  of  danger 
when  the  attack  of  scarlet  fever  supervened. 

There  were  amongst  our  cases  fifteen  in  which  the  larynx 
was  affected,  and  in  nine  of  these  tracheotomy  was  necessary 
and  was  performed.  Three  of  the  patients  died,  six  recovered. 
In  thirteen  series  of  nine  cases  of  tracheotomy  extending 
back  to  the  beo-innins:  of  1898  the  number  of  recoveries 
varied  from  none  to  four ;  the  averag'e  number  of  recoveries 
per  series  of  nine  being  1'75.  The  cause  of  death  in  the 
three  cases  of  tracheotomy  has  already  been  mentioned.  Of 
the  six  laiyngeal  cases  in  which  no  operation  was  performed 
two  died,  Ijoth  from  the  toxic  effects  of  diphtheria. 

For  the  sake  of  comparison  with  M.  Eoux's  cases  we 
have  analysed  our  cases  of  true  diphtheria,  and  have  divided 
them  into  the  following  categories :  Anginas,  Croups  not 
operated  on,  Tracheotomies. 

Akgixas. 

Angijia pure  {i.e.  without  association  with  other  bacteria). — 
Thirty  cases,  with  eight  deaths,  a  mortality  of  26*6  per  cent. 

Angina  associated  v:ith  strej^tococci. — Eleven  cases,  with  one 
death,  a  mortality  of  9  per  cent. 

Angina  associated  with  the  Brisou  coccus. — Three  cases,. 
no  deaths. 

Angina  associated  ivith  streptococci  and  v:ith  the  Staphylo- 
coccus aureus. — Two  cases,  no  deaths. 

Croups  not  operated  upox. — Six  cases,  with  two  deaths. 

Pure  diphtheria. — Four,  with  two  deaths. 
Associated  v;ith  strejytococci. — One,  with  no  death. 
Associated  ivith  the  Brisou  coccus. — One,  with  no  death. 

Tracheotomies. — Nine,  with  three  deaths. 

Pure  diphtheria. — Five,  with  one  death. 

Associated  xcith  streptococci. — Three,  with  two  deaths. 

Associated  ivith  streptococci  and  StaphyJococcus  aureus. — 
One,  with  no  death. 

In  comparing  these  with  M.  Eoux's  statistics  we  find 
remarkable  differences. 
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Of  pure  diplitherial  angiua  there  were  in  his  series  120 
cases,  with  nine  deaths,  a  mortality  of  7'5  per  cent. 

Of  angina  associated  with  streptococci  tliii'ty-five  cases, 
with  twelve  deaths,  a  mortality  of  34"2  per  cent. 

It  will  thiis  be  seen  that  our  pure  angina  cases  showed  a 
much  higher  mortality,  and  those  associated  with  streptococci 
a  much  lower  mortality  tlian  M.  Eoux's.  We  have  already 
alluded  to  similar  conclusions  in  the  account  of  the  prog- 
nostic value  of  the  bacteriological  examination.  On  the 
other  hand,  our  cases  associated  with  the  Brisou  coccus  agree 
with  his  iu  being  mild. 

The  number  of  tracheotomies  and  croups  is  too  small  for 
conclusions  to  be  drawn. 

2.  Clinical  evidence. — The  statistics  we  have  brought  for- 
ward offer  a  strong  argument  in  favour  of  the  beneficial 
results  of  the  treatment  by  antitoxin,  but  they  are  not  the 
only  argument.     There  is  the  clinical  evidence. 

Of  the  sixty-one  cases  of  true  diphtheria  twenty  were 
severe  cases,  exhibiting  symptoms  of  poisoning  by  diphtheria 
at  the  time  of  admission,  cases  in  which  an  unfavorable 
prognosis  was  given.     Eight  of  them  recovered. 

Of  these  twenty,  three  were  cases  of  faucial  diphtheria,  with 
two  recoveries ;  twelve  were  faucial  and  nasal,  with  five 
recoveries ;  one  was  faucial  and  laryngeal,  and  was  fatal ; 
four  were  faucial,  laryngeal,  and  nasal,  with  one  recovery. 

In  severe  cases  the  effects  of  the  remedy  are  not  observed 
until  two  or  three  days  have  passed  after  the  first  injection. 
In  moderate  and  mild  cases  the  effect  is  usually  observed  the 
next  day  or  the  next  day  but  one.  The  membrane  or  exuda- 
tion may  even  spread  or  become  thicker  during  the  first  day 
or  two  after  the  commencement  of  the  treatment.  The  signs 
that  the  antitoxin  is  exercising  a  good  effect  are  (i)  a  lessening 
in  the  amount  of  the  membrane ;  (ii)  a  notable  fall  in  the 
pulse-rate  ;  (iii)  an  improvement  in  the  general  condition  of 
the  patient ;  and  (iv)  a  fall  of  temperature  in  cases  where 
the  temperature  has  been  raised. 

When  once  the  exudation  begins  to  disappear,  it  continues 
to  do  so  in  our  opinion  with  greater  rapidity  than  is  usual 
under  ordinary  methods  of  treatment.  The  pulse-rate  does 
not  fall  with  the  same  rapidity  with  which  the  membrane 
disappears.  In  some  cases  a  rapid  decrease  in  the  size  of 
swollen  cervical  glands,  and  disappearance  of  cervical  cellu- 
litis, have  been  observed. 

That  this  clinical  recognition  of  the  effects  of  the  serum 
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"was  not  mere  fancy  and  imagination  on  our  part,  we  beg  to 
offer  the  following  piece  of  evidence.  We  did  not  know 
whether  the  serum  supplied  to  us  up  to  Xovember  13  came 
from  the  same  or  from  different  horses.  On  November  13 
a  fresh  supply  was  received,  and  in  a  few  days  it  plainly 
appeared  to  the  one  of  us  who  was  most  immediately  con- 
cerned in  the  treatment  of  the  patients  that  this  fresh  serum 
was  considerably  more  efficacious  in  its  antitoxic  action  than 
that  which  had  previously  been  used.  Accordingly  the  dose 
of  the  remedy  was  diminished,  and  a  letter  was  written  to  Dr. 
Ruffer,  telling  him  that  this  had  been  done,  and  the  reason. 
A  letter  was  subsequently  received  from  him  to  say  that  the 
clinical  quite  bore  out  the  experimental  evidence,  for  that 
the  serum  supplied  to  us  on  November  13  came  from  a 
different  horse  from  that  of  the  former  supply,  and  was  at 
least  five  times  as  strong,  bulk  for  bulk.  We  have  since  been 
informed  that  the  first  lot  of  serum  came  entirely  from  horse 
No.   1,  and  the  supply  after  November  13  from  horse  No.  2. 

The  next  point  we  consider  is  the  effect  of  the  serum  on 
complications.  In  our  opinion  it  has  no  effect  on  the  pre- 
vention of  such  complications  as  are  not  due  to  the  direct 
action  of  the  poison  of  diphtheria,  e.  g.  secondary  adenitis, 
lobular  pneumonia,  &c. ;  except  perhaps  in  this  way,  that  the 
more  quickly  a  patient  gets  well,  the  less  likely  is  he  to  have 
complications.  We  have  noticed  no  diminution  in  the  inci- 
dence of  albuminuria ;  thirty  out  of  the  seventy-two  patients 
had  albuminuria  on  two  or  more  occasions  ;  that  is,  41*6  per 
cent.  Every  one  of  these  thirty  instances  occurred  in  cases 
of  true  diphtheria ;  there  was  not  a  single  instance  amongst 
the  non-diphtherial  patients.  It  should  be  added  that,  when 
possible,  the  urine  was  tested  every  day.  With  respect  to 
paralysis  it  is  still  premature  to  speak,  for  it  is  at  the  time  of 
writing  only  sixteen  days  since  the  last  patient  of  the  series 
was  admitted  to  the  hospital.  But  so  far  six  cases  have 
occurred,  and  none  of  them  have  been  severe.  Six  out  of 
seventy-two  is  an  incidence  of  8'3  per  cent.  But  this  inci- 
dence will  probably  be  higher.  The  incidence  of  paralysis 
amongst  the  797  patients  previously  referred  to  was  13' 7  per 
cent. 

The  next  question  is.  Has  the  serum  any  effect  of  its  own 
apart  from  its  antitoxic  action  ?  We  have  observed  two 
effects.  The  first  is  a  rash;  this  has  followed  in  twenty  out 
of  the  eighty  cases — 25  per  cent.  The  rash  has  appeared  at 
from  the  seventh  to  the  nineteenth  day  after  the  first  injec- 
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tion.  Its  form  is  variable.  In  some  cases  it  has  consisted  of 
numerous  patches  of  gyrate  erythema,  in  others  of  patches  of 
urticaria,  in  others  again  of  ill-defined  blotches,  and  in  one 
or  two  of  a  diffused  erythema  something  like  scarlet  fever. 
When  on  the  face  it  causes  a  little  puffiness.  It  may  last  a 
few  hours  or  a  few  days.  It  may  be  limited  to  the  ex- 
tremities or  involve  the  skin  of  the  whole  of  the  body.  It 
usually  appears  first  about  the  wrists  and  ankles.  Sometimes 
the  temperature  is  raised,  at  others  not ;  but  whether  there 
be  pyrexia  or  not,  or  whether  there  be  much  or  littl*^ 
rash,  the  only  inconvenience  the  patients  have  experienced 
has  been  itching.  A  well-marked  rash  with  pyrexia  has 
follow^ed  a  single  dose  of  10  c.c.  We  have  not  seen  it 
follow  a  smaller  dose.  The  other  effect  has  been  pains  in 
certain  of  the  joints.  We  have  observed  six  such  cases.  The 
smallest  dose  giving  rise  to  this  condition  was  10  c.c.  The 
pains  came  on  from  eight  to  nineteen  days  after  the  first  injec- 
tion. The  joints  affected  have  been  chiefly  the  hips,  wrists,  and 
ankles.  In  all  six  cases  the  hips  have  been  affected,  in  three 
the  wrists,  in  two  the  ankles,  in  one  the  elbows  and  one 
sterno-clavicular  joint,  and  in  one  some  of  the  fingers.  In 
one  case  there  was  slight  and  transient  sw^elliug  of  one  of 
the  wrist-joints,  in  another  of  some  of  the  finger-joints. 
Otherwise  pain  was  the  only  local  symptom.  The  pain  was 
ag-gravated  by  movement.  It  was  first  noticed  in  five  of  the 
cases  in  the  hips,  in  one  in  the  wrists.  The  pain  lasted  from 
one  to  three  days.  There  was  at  the  same  time  pyrexia,  and 
except  in  one  case,  one  of  the  varieties  of  the  rash  already 
described.  There  was  no  cardiac  affection.  Salicylate  of 
soda  gave  no  relief  whatever,  but  the  administration  of  two  or 
three  small  doses  of  Tinctura  Opii,  and  wrapping  the  joints  in 
warm  cotton  wool  gave  alleviation.  In  none  of  the  cases  did 
the  condition  of  the  patient  become  serious  from  this  compli- 
cation. Two  or  three  cases  of  joint  pains  have  been  recorded 
in  a  recent  number  of  the  Deutsche  medicinische  Wochenschrift. 
In  connection  wdth  these  rashes  and  joint  pains  we  have 
made  the  following  observation.  We  have  mentioned  that 
we  were  supplied  with  serum  from  two  horses  ;  with  the  serum 
from  hoi'se  No.  1,  forty-five  patients  were  treated  ;  with  serum 
from  horse  No.  2,  thirty-five.  Sixteen  cases  of  rash  and  five  of 
joint  pains  have  occurred  amongst  the  forty-five  patients  treated 
Avith  serum  No.  1  ;  while  up  to  the  present  only  four  cases  of 
i*ash  and  one  of  joint  pains  (the  slightest  that  has  yet  occurred, 
only  the  left  hip  being  affected)  have  arisen  amongst  the  thirty- 
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five  patients  treated  with  serum  No.  2.  As  we  have  already 
mentiouedj  serum  Xo.  2  was  very  much  more  potent  in  its 
antitoxic  action  than  serum  Xo.  1^  and  it  was  not  necessary 
in  most  cases  to  inject  so  large  a  quantity.  So  that  it  is  pos- 
sible that  these  eli'ecrs  may  have  been  due  to  the  quantity  of 
serum  injected. 

Withregard  to  treatment,  two  or  three  of  the  patients  had 
a  little  brandy  given  them  on  their  admission  to  the  liospital 
on  account  of  prostration,  and  complications  were  treated 
secundum  artem.  But  the  only  local  treatineut  that  has  been 
employed  has  been  the  occasional  flushing  out  of  the  mouth, 
fauces,  and  nasal  passages  with  warm  water  in  the  very 
severe  foul  cases. 

W^e  have,  from  the  evidence  we  have  brought  before  you, 
come  to  the  conclusion  that  antitoxic  serum  is  a  remedy  of 
great  value  in  diphtheria ;  and  to  this  conclusion  we  have 
come  as  much  from  clinical  observation  as  from  statistical 
evidence. 

With  respect  to  dosage,  we  will  only  speak  of  serum  No.  2. 
This  serum  is  of  such  a  strength  that  '0001  c.c.  of  it  protects 
guinea-pigs  injected  with  a  dose  of  diphtheria  toxin,  which  is 
fatal  in  thirty-six  hours  or  less  to  a  control  animal.  With 
serum  of  such  a  strength  we  should  I'ecomniend,  for  a  severe 
case,  20  c.c.  when  the  patient  is  first  seen,  followed  by  10  c.c. 
in  from  eighteen  to  twenty-four  hours ;  and  again  another 
5  or  10  c.c.  in  another  eighteen  to  twenty-foar  hours  ;  for  a 
moderately  severe  case  a  first  dose  of  10  c.c.  followed  by  one 
of  5  c.c.  the  next  day,  and  perhaps  another  5  c.c.  the  day  after 
that ;  for  a  mild  or  doubtful  case  one  dose  of  5  c.c.  should  there 
be  any  reason  to  suspect  that  the  case  is  likely  to  become 
worse. 

Because  in  any  given  case  the  larynx  is  involved  we  do 
not  necessarily  consider  the  case  a  severe  one ;  for  by  severe 
we  mean  one  in  which  the  toxic  symptoms  of  diphtheria  are 
present.  But  seeing  with  what  rapidity  membrane  will  spread 
along  the  air-passages,  we  recommend  that  from  5  to  10  c.c. 
of  serum  should  be  given  in  every  case  of  diphtherial  croup 
without  toxic  symptoms,  to  be  followed  by  another  5  c.c.  the 
next  day  if  the  symptoms  show  no  improvement.  As  far 
as  our  cases  go  we  find  that  if  in  a  severe  case  there  is  no 
improvement  by  the  fourth  day  of  the  treatment,  none  is 
likely  to  ensue.  But  where  improvement  is  observed  by  that 
time,  we  think  it  is  well  to  give  another  injection  of  5  c.c.  on 
the  fifth  and  sixth  davs. 
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We  recommend  the  amount  of  the  dose  to  be  I'egulated  not 
by  the  age  or  weight  of  the  patient,  but  by  the  severity  of  the 
attack. 

The  Cases  which  weee  not  Diphtheria. 

The  nineteen  cases  of  disease  which  were  shown  by 
bacteriological  examination  not  to  be  diphtheria  were  as 
follows  : 

Simple  inflammation  of  the  fauces,  six,  of  which  one  was 
complicated  by  stomatitis,  and  another  by  cervical  adenitis 
and  a  discharge  from  the  nose. 

Membranous  inflammation  of  the  fauces  and  bronchitis, 
one. 

Follicular  tonsillitis,  two. 

Acute  tonsillitis,  six,  one  with  discharge  from  the  nose. 

Simple  ulceration  of  the  tonsil,  two,  in  one  of  which  there 
was  a  nasal  discharge. 

Simple  ulceration  of  the  soft  palate,  one. 

Croup,  one. 

The  case  of  membranous  inflammation  of  the  fauces  and 
bronchitis  was  in  a  most  grave  condition  when  admitted, 
and  proved  fatal  the  next  day.  All  the  other  cases  recovered, 
and  were  in  the  hospital  from  one  to  five  weeks.  None  of 
them  contracted  diphtheria,  even  though  they  remained  in 
wards  allotted  to  diphtheria,  in  which  there  were  ten  or 
eleven  patients  affected  with  that  disease.  This  immunity, 
however,  we  in  no  way  attribute  to  the  antitoxin  which  they 
received.  In  the  course  of  the  year  many  cases  of  sore  throat 
other  than  diphtheria  are  admitted  into  the  diphtheria  wards, 
but  it  is  rare  for  any  of  these  cases  to  develop  diphtheria. 
If  in  a  diphtheria  ward  the  beds  are  not  placed  too  close  to 
one  another,  the  ventilation  is  good,  the  drinking-vessels, 
spoons,  spatulee,  &c.,  are  properly  cleaned  and  disinfected, 
and  the  patients,  especially  those  who  are  allowed  up,  are 
sufficiently  supervised,  there  is  practically  no  risk  of  a  case 
of  simple  sore  throat,  whatever  its  nature,  becoming  con- 
verted into  one  of  diphtheria. 

In  conclusion  we  beg  to  offer  our  best  thanks  to  the 
Council  of  the  British  Institute  of  Preventive  Medicine  for 
so  generously  allowing  us  to  be  supplied  with  the  serum ;  to 
Sir  Joseph  Lister,  the  President,  for  his  kind  advice  and 
encouragement ;  and  to  Dr.  Puffer,  the  Director,  to  whom  is 
due  the  introduction  into  this  country  of  the  antitoxic  treat- 
ment of  diphtheria.     We  are  also  indebted  to  Dr.  Pichards, 
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Assistant  Medical  Officer  at  tlie  Eastern  Hospital,  for  lielp  in 
carrying-  out  the  treatment  and  in  recording  the  notes  of  the 
cases ;  and  to  the  Secretaries  of  the  Clinical  Society  for 
affording  us  the  opportunity  of  reading  our  paper  this 
evening. 

Note  added  March  19,  1895. — One  of  the  seventy-two 
patients,  a  boy  aged  two  years,  subsequently  died,  thirty- 
seven  days  after  admission,  of  pyo-pneumothorax,  secondary 
to  tuberculous  disease  of  the  lungs,  symptoms  of  which  had 
been  present  for  some  time  before  diphtheria  supervened. 
There  were  no  more  cases  of  joint-pains,  and  only  one  of 
rash,  which  occurred  in  a  patient  treated  with  serum  from 
horse  No.  2.  No  further  instances  of  albuminuria  occurred. 
There  were  three  more  cases  of  paralysis,  making  a  total  of 
nine,  an  incidence  of  12'5  per  cent. 

The  following  table  shows  the  ages  of  the  seventy-two 
patients  : 

Under  1  year,      4,  of  whom  1  died. 

1  to    2  years,  10,         „         2     „ 

•'^         3  7  1 

8          4  Q  .S 

4  „     5      „       10,         „         5     ,, 

5  10  -^-^  2 

10  „  15      „      10,         „         0     „ 
Further  information  on  the  question  of  age  may  be  found 
in  the  British  Medical  Journal  for  January  12,  1895,  p.  100. 

With  respect  to  the  question  of  the  time  at  which  the 
treatment  was  commenced,  of  thirty-two  cases  in  which  it 
was  begun  on  the  first,  second,  or  third  day  of  the  disease, 
two  died ;  while  of  twenty-nine,  in  which  it  was  begun  on 
the  fourth  or  later  days,  eleven  died.  All  these  sixty-one 
cases  were  demonstrated  bacteriologically  to  be  diphtheria. 
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XIII. — Some  cases  of  Hapid  Cure  of  Diphtheria  hij 
means  of  antitoxin.  By  W.  Henky  Kesteven. 
Bead  December  14,  1894. 

LK.,   get.   12.      This  lad  is  not  very  strong;     his  health 
•     has  not  been  satisfactory  for  some  months  past. 

On  Saturday,  November  10,  he  seemed  very  seedy,  and 
his  temperature  was  found  to  be  101°,  pulse  120.  No  signs 
of  throat  mischief. 

Sunday,  November  11. — Left  tonsil  swollen.  Gave  him 
5- grain  doses  of  sodium  salicylate  every  four  hours.  The 
temperature  was  100°,  pulse  110. 

Monday,  November  12.— Temp.  99-6°,  pulse  100.  White 
patches  appearing  on  tonsil. 

Tuesday,  November  13. — Patches  on  tonsil  coalesced  at 
superior  portion  of  tonsil.  Recognised  it  as  a  continuous 
diphtheritic  membrane.  Opinion  confirmed  by  Mr.  Butlin. 
Temp.  101-2°,  pulse  120. 

Wednesday,  November  14. — Temp.  100°,  pulse  96  at 
6  P.M.  Injected  antitoxin,  12  c.c,  at  6.30.  Temperature 
and  pulse  not  altered. 

Thursday,  November  15.  — 9.45  a.m.,  temp.  100°,  pulse  104. 
2.15    P.M.,  temp.  100°.     6.40,  temp.   98-8°,   pulse  88.     6.50,  , 
injection  antitoxin,  10  c.c.     7.15,  temp.  986°,  pulse  Q'6. 

Friday,  November  16. — 10  a.m.,  temp.  100°,  pulse  84. 
6  P.M.,  temp.  100°.     Membrane  disappearing. 

Saturday,  November  17. — 8.30  a.m.,  temp.  99'4°.  5  p.m., 
temp.  100°. 

Sunday,  November  18. — 11.45  a.m.,  temperature  normal. 
All  the  membrane  gone.      5.30  p.m.,  temperature  normal. 

Throughout  the  boy  has  taken  food  well.  There  has  been 
no  albumen  in  the  urine.  At  the  time  of  the  first  injection, 
which,  in  consequence  of  an  accident,  was  only  12  c.c,  the 
membrane  entirely  covered  the  left  tonsil.  The  right  tonsil 
was  swollen  and  red,  and  there  were  traces  of  membrane 
appearing  thereon.  The  injection  caused  a  swelling  on  the 
abdomen  about  the  size  of  a  small  hen's  Qgg,'  It  disappeared 
within  half  an  hour.  Next  morning  there  was  a  little  harden- 
ing and  redness  where  the  needle  had  been  inserted,  but  this 
also  had  gone  before  the  second  injection  was  given.  There 
was  no  rash. 
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W.  K.,  xt.  11. 

Monday,  November  12. — The  boy  seemed  ailing,  but  not 
bad  enough  to  stay  from  school, 

Tuesday,  November  13. — Distinctly  unwell,  tonsil  swollen 
and  red;  glands  in  neck  painful.  Temp.  101*2°,  pulse  100. 
Five  grains  of  sodium  salicylate  eveiy  four  hours.  Seen  by 
Mr.  Butlin  in  evening,  at  which  time  membrane  had  begun 
to  form. 

AVednesday,  November  14. — Temp.  100*1°,  pulse  96. 
Membrane  spreading  over  front  of  the  left  tonsil.  Bowels 
relaxed.  Temperature  before  injection  as  above.  7.30,  injec- 
tion of  antitoxin,  15  c.c.     No  change  in  temperature. 

Thursday,  November  15. — 9.45  a.m.,  temp.  101-2°,  pulse 
116.  2.15  P.M.,  temp.  101-2°.  6.15  p.m.,  temp.  101-6°,  pulse 
120.  6.30  P.M.,  injection,  10  c.c.  antitoxin.  7  p.m.,  tem- 
pei-ature  and  pulse  the  same. 

Friday,  November  16.— 10  a.m.,  temp.  101*2°,  pulse  96. 
6  P.M.,  temp.  100*8°.     Membrane  visibly  diminished. 

Saturday,  November  17. — 8.30  a.m.,  temperature  normal. 
■5  P.M.,  temperature  normal.  Slight  erythematous  rash  on  chest. 

Sunday,  November  18. — 9.15,  temperature  normal.  Mem- 
brane disappeared.  5.30,  temperature  normal. 

Monday,  November  19. — Eash  scarcely  visible. 

There  has  been  no  albumen  all  through. 

H.  H.,  «t.  8i 

November  9. — Taken  ill  on  November  9th,  1894.  By  the 
evening  of  the  9th  the  tonsils  were  very  much  enlarged,  with 
a  grey  patch  on  the  right  one  ;  tenderness  and  swelling  of  the 
glands  of  the  neck. 

November  11 . — The  membrane  is  rapidly  spreading,  almost 
all  the  uvula  is  covered  and  both  tonsils.  Temp.  102-4°. 

November  12. — Patient  had  a  very  restless  night,  mem- 
brane extending  round  the  soft  palate.  Great  difficulty  in 
swallowing.    Temp.  101-8°. 

November  13. — Patient  very  ill.  Has  a  quantitj^of  mucus 
from  the  nose,  causing  discomfort,  almost  closing  the  nostrils. 
Membrane  still  spreading.     Voice  a  little  husky.    Temp.  99°. 

November  14. — Patient  much  worse.  Has  great  difficulty 
of  breathing,  and  complains  of  pain  in  the  left  ear  and  throat, 
he  is  also  very  restless,  and  has  still  a  great  quantity  of 
mucus  from  the  nose.    Temp.  100°. 

November  15. — Patient  still  remains  in  the  same  condition. 
Profuse  discharge  from  the  nose  and  throat.     Left  ear  pain- 
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ful.  10  P.M.,  15  c.c.  antitoxin  serum  injected  into  the  left 
buttock,  causing  a  slio-ht  swelling  for  a  short  time.  Beyond 
the  prick  of  the  needle,  patient  felc  very  little  discomfort. 
Temp.  100°  at  time  of  injection  (10  p.m.). 

November  16.  —Patient  slept  eight  hours  during  the  night. 
At  2  A.M.  temp.  99'2°.  Complains  of  tenderness  at  the  site  of 
the  injection.     Breath  very  offensive.     Temp.  99'4°. 

November  17. — Patient  very  low,  but  has  less  mucus 
■coming  from  the  nose;  glands  not  so  tender,  and  less  swollen. 
Breathing  rather  bad,  and  cough  trnul)lesome.     Temp.  98'8°. 

November  18. — Patient  had  a  restless  night,  but  on  the 
whole  is  very  much  better.  A  large  piece  of  membrane  has 
been  discharged  from  the  nose.  Breathing  much  better,  mem- 
brane also  clearing  off  the  throat,  and  less  mucus  from  the 
nose.     Patient  in  slight  perspiration.    Temp.  98*8°. 

November  19. — Patient  slept  ten  hours  during  the  night, 
and  is  much  better.  Throat  cleared  of  membrane.  Farina- 
ceous diet.     Subnormal  temperature. 

November  20. — Patient  feels  quite  well  and  is  perspiring 
freely.  Still  has  a  little  mucus  from  the  nose  and  slight 
cough.     Subnormal  temperatui-e. 

November  21. — Patient  still  keeping  quite  well.  No  dis- 
charge from  nostril,  very  slight  cough.  No  albumen  in  the 
urine.     Subnormal  temperature. 

In  five  other  cases  of  which  I  have  not  the  details,  Dr. 
Harper  used  the  antitoxin  serum  with  marked  success. 
Some  of  these  cases  were  very  bad.  In  one  the  membrane 
extended  into  the  larynx,  producing  grave  symptoms;  in 
another,  the  only  one  examined,  the  Klebs-Loefiler  bacillus 
was  found. 

Remarhs. — Of  these  three  detailed  cases  the  two  former 
were  mild  compai-ed  with  the  latter,  but  in  all  of  them  the 
improvement  immediately  succeeding  the  use  of  the  Anti- 
toxin Serum  was  so  manifest  that  it  was  impossible  not  to 
attribute  the  recovery  to  its  use. 

Certain  early  appearances  in  the  first  two  cases  rather 
resembled  follicular  tonsillitis  than  diphtheria,  but  these 
rapidly  passed  into  the  conditions  of  the  latter  disease.  The 
membianes  which  appeared,  in  their  rapidity  of  growth,  thick- 
ness and  toughness,  removed  all  doubt  as  to  their  real  nature. 
Bacteriological  examination  in  the  first  two  cases  did  not 
take  place,  as  the  specimens  sent  to  be  thus  examined  w^ere 
destroyed  in  transmission.  In  the  third  case  the  membrane 
was  so  examined,  and  the  Klebs-Loeffler  bacillus  was  detected. 
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Up  to  the  present  date  there  have  been  no  signs  of  paralysis 
iji  either  of  them,  but  it  is,  perhaps,  too  early  to  say  that 
that  danger  has  passed.  There  have  been  many  cases  of 
follicular  tonsillitis  in  Finchley,  and  a  considerable  number 
of  cases  of  diphtheria. 

In  all  probability  the  primai'y  disease  has  been  tonsillitis, 
and  this  has  produced  in  the  parts  affected  a  condition  of 
tissue  which  has  afforded  a  favorable  soil  for  the  poison  of 
the  more  serious  disease. 

Judging  from  the  fact  that  in  nearly  all  the  cases  of 
follicular  tonsillitis  that  have  occurred  in  Finchley,  the  milk 
supply  has  been  from  one  source,  the  local  authorities  attri- 
bute the  outbreak  to  this  cause. 

In  the  two  former  cases  that  I  have  related,  the  boys 
went  to  a  school  in  Finchley,  and  there  daily  had  a  glass  of 
milk;  their  residence  was  outside  Finchley  parish,  and  no 
other  member  in  the  same  family  was  attacked,  although 
the  supply  of  milk  at  the  house  was  from  the  same  dairy. 

The  inference  from  these  facts  was,  that  if  the  milk  was  to 
blame,  the  cows  from  which  the  Finchley  milk  was  taken  were 
different  from  those  from  which  the  Hendon  milk  was  taken. 

On  inquiry  I  found,  from  the  milkman  who  delivered  at 
the  house,  that  this  was  so.  But  when  I  went  and  saw  the 
manager  at  the  dairy  he  was  not  so  definite  on  this  point, 
and  implied  that,  at  least  sometimes,  the  milk  from  all  the 
cows  was  mixed. 

The  drainage  of  the  road  which  connects  the  Finchley 
and  Hendon  parishes  along  the  portion  of  which  these  two 
boys  had  to  go  on  their  way  to  school  is  not  satisfactory  ; 
there  are  openings  in  the  road  which  appear  not  to  be  pro- 
perly trapped,  and  which  at  times  stink  most  offensively. 

It  is  in  this  road,  which  is  called  Hendon  Lane,  that  many 
of  the  houses  stand  in  which  the  cases  of  throat  mischief  have 
appeared. 

The  school  at  which  the  three  boys  whose  cases  are 
related  in  full  attended  is  situated  in  this  lane. 

There  have  been  several  boys  absent  from  school,  there 
have  also  been  cases  in  the  house  itself,  and  the  school  has 
been  closed. 

The  atmospheric  conditions  in  the  early  days  of  November 
were  also  favorable  to  the  production  of  follicular  tonsillitis. 
The  average  percentage  of  moisture  in  the  air  for  the  first 
eighteen  days  was  81*2,  and  there  Avas  a  steady  fall  of  tem- 
perature, though  not  more  than  usual  for  the  time  of  year. 
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In  these  three  cases  there  seems  to  be  ample  opportunity 
for  the  occurrence  of  the  disease  from  a  possible  combina- 
tion of  causes. 

Dr.  Klein,  in  his  reports  to  the  Local  Government  Board 
and  elsewhere,  has  established  the  fact  that  diphtheria  can  be 
communicated  by  milk.  He  has,  after  poisoning  the  animals 
with  the  diphtheria  bacillus,  produced  the  disease  in  them, 
finding  the  bacillus  in  their  organs  after  death,  and  been 
able  to  produce  pure  cultivations  of  the  same  microbe  from 
milk  drawn  from  them  with  all  possible  precautions  against 
external  infection. 

Action  of  the  antitoxin. — I  can  safely  say  I  have  never 
before  witnessed  a  result  from  the  action  of  a  remedial  sub- 
stance'so  certain  and  so  rapid.  (The  rapid  action  of  the  sub- 
cutaneous use  of  alkaloids  approaches  nearest  to  this  result. 
But  I  do  not  know  of  any  alkaloids  which  in  ordinary  medi- 
cinal doses  produce  anything  like  the  organic  change  in  a 
healthy  direction  which  follows,  and  quickly  follows,  the  use 
of  the  antitoxin  serum.) 

Within  twenty-four  hours  a  necrotic  membranous  exu- 
dation, which,  since  its  recognition  as  a  specific  morbid 
condition,  has  more  or  less  defied  every  remedy  that  has  been 
applied,  was  visibly  mitigated  both  in  its  growth  and  action, 
and  diminished  in  its  extent.  In  sixty  hours — in  the  first  two 
cases  after  the  second  injection — the  membrane  had  entirely 
disappeared.  Only  one  injection  was  used  in  the  third  case,  the 
worst  of  the  three,  and  this  because  no  more  of  the  remedy 
could  be  procured,  and  yet  the  membrane  had  disappeared 
seventy-two  hours  later. 

I  attempted  to  make  out  how  the  antitoxin  acted  on  the 
diphtheritic  membrane,  and  thought  that  I  discerned  an 
action  of  a  somewhat  solvent  nature.  In  the  cases  under 
my  care  the  membrane  did  not  flake  or  shred  off,  but  dis- 
appeared, becoming  thinner,  smaller  in  extent,  and  more 
translucent.  In  the  third  case  a  large  piece  is  recorded  as 
having  been  thrown  off  from  the  nostrils.  Respiratory 
efforts  may  in  this  case  have  been  instrumental  in  its  removal. 
So  far  as  my  experience  goes  the  antitoxin  is  not  innocuous. 
Doubtless  when  the  diphtheritic  poison  is  present  its  action 
is  expended  thereupon.  But  in  one  case  of  follicular  tonsil- 
litis, in  which  I  used  it  as  a  prophylactic,  it  produced  very 
unpleasant  results.  A  deep-coloured  ring  of  confluent  papules 
formed  around  the  spot  where  it  was  injected,  which  in  the 
course  of  the  week  spread  all  over  the  body,  being  accom- 
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patiiedby  symptoms  resembling  those  of  rheumatic  fever^  and 
producino^  great  prostration. 

Dr.  Roux,  in  the  '  Annales  de  I'Institut  Pasteur '  for 
October,  1894,  enunciates  the  view  that  antitoxin  serum  acts 
by  stimulating  the  cellular  elements  of  the  system,  rendering 
them  not  only  insensible  to  the  poison,  but  exciting  phagocytic 
action  in  them  destructive  to  the  virus.  This  condition  he 
points  out,  also,  is  only  temporary.  Permanent  immunity  from 
diphtheria  he  believes  can  only  be  obtained — as  in  the  case  of 
the  horses  from  which  this  serum  is  obtained — by  repeated  and 
gradually  increasing  doses  of  the  diphtheritic   poison  itself. 

I  think  the  exact  dosage  of  the  remedy  requisite  yet 
remains  to  be  made  out.  Until  this  is  so  determined,  it  is: 
best  to  be  on  the  safe  side,  and  give  rather  more  than  is 
needed  than  not  to  give  enough. 

I  should  be  lacking  in  simple  courtesy,  to  say  the  least, 
did  I  fail  to  take  this  opportunity  of  acknowledging  my 
great  personal  obligation  to  Dr.  Buffer,  who,  from  his  then 
scanty  store,  amply  and  generously  supplied  my  need  of  this 
remedy.  I  am  also  indebted  to  Mr.  Butlin  for  his  kind 
assistance  and  advice  as  to  where  to  seek  for  the  antitoxin, 
and  to  Dr.  Harper,  of  Finchley,  for  the  notes  of  his  cases 
which  he  placed  at  my  disposal. 


Mr.  Mayo  Robson's  Cases  of  Ahdominal  Section.        83 


XIV. — Three  cases  of  Abdominal  Section  for  unusual 
conditions  : — (a)  Tubercular  disease  of  the  liver ; 
(b)  Comijlete  volvulus  and  strangulation  of  the  great 
omentum;  (c)  Traumatic  haemorrhage  without  ex- 
ternal wound.  By  A.  W.  Mayo  Robson.  Bead 
January  11,  1895. 

I  MUST  apologise  for  giving  in  the  same  paper  the  three 
following  dissimilar  cases,  as  they  only  resemble  one 
another  in  the  fact  that  they  were  all  treated  by  abdominal 
section,  which  in  each  case  resulted  in  complete  recovery.  I 
venture  to  hope,  however,  that  each  may  be  found  to  present 
points  of  interest  sufficient  to  occupy  the  time  of  the  Society 
for  a  few  moments. 

Case  1.  Tubercular  abscess  of  the  liver. — G.  R.,  set.  31,  a 
miner,  was  admitted  to  the  infirmary  on  October  17,  1892, 
with  the  history  of  having  been  perfectly  well  up  to  twelve 
months  before,  when  he  commenced  work  in  a  damp  mine, 
and  immediately  began  to  suffer  from  intermittent  attacks  of 
pain  in  the  right  knee  and  in  the  back.  He  was  able  to 
follow  his  occupation  up  to  the  28th  of  March,  1892,  when  at 
4.30  in  the  morning,  while  walking  to  his  work,  he  felt  a 
sharp  pain  in  the  epigastric  region,  which  gradually  increased 
in  severity  up  to  12  o'clock,  at  that  time  becoming  so  severe 
as  to  necessitate  his  ceasing  work.  The  pain  was  intensely 
agonising,  causing  him  to  roll  about  on  the  floor  with  the 
body  doubled  up.  There  was  no  accompanying  vomiting  or 
jaundice.  There  had  been  no  recurrence  of  the  intense  pain, 
but  a  dull  aching  had  been  more  or  less  constantly  present, 
entirely  preventing  him  working. 

Three  months  prior  to  admission  he  noticed  a  lump  at  the 
seat  of  the  pain ;  this  had  steadily  increased  in  size.  There 
had  been  a  slight  tendency  to  jaundice  during  the  four  months 
preceding  admission,  and  epistaxis  had  occurred  once  or 
twice  a  week  during  the  same  period.  His  general  health 
had  failed,  and  he  had  lost  half  a  stone  in  weight  since  June. 
No  cough  was  present,  but  there  were  frequent  night  sweats. 

AVhen  admitted  under  the  care  of  Dr.  Churton,  the  patient 
complained  of  a  dull  aching  pain  in  the  epigastrium,  also  high 
up  between  the  shoulders,  as  well  as  in  the  left  shoulder  and 
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over  the  spine  of  the  right  scapula.  To  the  right  of  the 
middle  line  in  the  upper  epigastric  region  there  was  a  smooth 
rounded  tumour  the  size  of  an  orange,  apparently  connected 
with  the  liver.  Nothing  abnormal  was  discovered  in  any  of 
the  other  organs. 

Xo  improvement  having  occurred  under  medical  treatment 
the  patient  was  transferred  to  the  surgical  wards,  and  on 
October  22,  1892,  the  surface  of  the  abdomen  having  been 
thoroughly  cleansed,  a  vertical  incision  two  inches  long  was 
made  over  the  swelling  just  below  the  right  costal  margin. 
The  liver  was  found  adherent  to  the  parietes,  and  the  abscess 
cavity  was  opened  as  soon  as  the  latter  were  cut  through.  A 
large  quantity  of  pus  and  caseous  matter  was  removed 
with  a  lithotomy  scoop,  and  the  space  having  been  well 
washed  out,  iodoform  was  rubbed  into  its  walls,  a  drainage- 
tube  inserted,  and  the  upper  part  of  the  wound  closed.  The 
stitches  were  removed  a  fortnight  later,  the  upper  part  of  the 
wound  being  firmly  healed,  and  the  tube  two  days  later,  a  very 
small  amount  of  discharge  being  present  at  each  dressing. 

A  small  sinus  persisted  for  a  time,  from  which  a  few  drops 
of  pus  were  discharged  daily,  but  the  patient's  general  health 
improved  rapidly,  and  he  was  discharged  on  December  28. 
"V^'llen  seen  in  June,  1893,  he  was  in  good  health,  the  fistula 
having  healed,  leaving  a  healthy  scar. 

The  report  of  the  Pathologist  states  that  the  material  re- 
moved was  shown  by  microscopic  examination  to  be  tuber- 
cular. 

For  the  notes  of  the  case  I  am  indebted  to  my  late  house 
surgeon,  Mr.  A.  L.  Whitehead. 

That  the  condition  of  tuberculosis  of  the  liver  as  au  inde- 
pendent affection  is  a  rare  one  the  following  references  would 
seem  to  prove ;  but  that  a  radical  treatment  is  promising  is 
amply  demonstrated  by  the  present  case,  as  I  believe  the 
patient  is  now  in  perfect  health. 

Taylor  (Manual  of  Medicine,  2nd  edit.,  p.  633)  says 
tubercle  of  the  liver  is  almost  invariably  a  part  of  general 
tuberculosis. 

Dr.  Smith  (Quain's  Dictionary,  art.  "  Liver,  Morbid 
Growths  of  ")  repeats  the  same. 

Dr.  Eoberts  {Theory  of  Medicine,  p.  714)  says  tubercle  is 
usually  found  only  in  connection  with  acute  miliary  tubercu- 
losis, but  is  occasionally  secondary  to  chronic  tubercular 
diseases  elsewhere. 
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Osier  [Theory  of  Medicine,  p.  242)  mentions  that  though 
most  commonly  found  in  acute  miliary  tuberculosis,  still  large 
caseating  masses  are  occasionally  found. 

Pye-Sniith  (Fagge's  Principles  of  Medicine,  3rd  edit., 
p.  392)  says  that  a  large  caseous  tubercular  mass,  softening 
into  a  pseudo-abscess,  is  one  of  the  rarest  pathological 
curiosities,  and  he  thinks  that  some  of  the  few  recorded  cases 
are  of  actinomycotic  origin. 

Case  2.  Complete  volvulus,  with  strangulation  of  omentum, 
producing  acute  peritonitis. — R.  B.,  aet.  35,  was  admitted  to 
the  infirmary  on  March  1,  1892,  almost  in  a  state  of  collapse 
from  acute  abdominal  pain,  the  abdomen  being  distended  and 
exquisitely  tender.  His  pulse  was  120  and  intermittent. 
There  was  not  complete  obstruction,  as  he  had  passed  flatus 
quite  recently.  He  said  that  he  had  suffered  from  a  left 
inguinal  hernia  for  six  years,  and  although  he  had  worn  a 
truss  the  rupture  occasionally  came  down,  but  was  easily 
reduced.  Four  days  previously  while  doing  some  heavy  work 
the  rupture  descended,  and  was  reduced  with  a  certain  amount 
of  force ;  but  after  reduction,  which  was  unaccompanied  with 
a  gurgle,  the  abdomen  was  more  painful  than  usual,  and  in 
fact  he  was  so  much  distressed  that  he  had  to  cease  work,  but 
his  bowels  were  moved  the  same  afternoon.  The  following 
day  the  pain  had  increased,  but  flatus  passed  freely,  and  there 
was  no  vomiting.  Cn  the  third  day  vomiting  came  on,  and 
persisted  up  to  the  day  of  admission. 

On  examining  the  abdomen  little  could  be  made  out  on 
account  of  the  great  tenderness  and  distension.  On  passing 
the  finger,  by  invaginating  the  scrotum,  up  the  left  inguinal 
canal,  which  w^as  very  patent,  a  hard  tender  mass  could  be 
touched  within  the  internal  ring. 

After  a  consultation  of  the  surgical  staff,  who  were  all 
present  at  the  time  of  operation,  the  abdomen  was  opened  in 
the  middle  line  below  the  umbilicus,  when  it  was  discovered 
that  the  great  omentum,  attached  below  to  the  inguinal  canal 
by  a  cord  about  the  thickness  of  a  penholder,  and  above  to 
the  lower  border  of  the  stomach  by  a  similar  cord,  had  com- 
pletely revolved  several  times  on  its  axis,  thus  forming  a 
large  hard  mass,  which  was  passing  from  a  state  of  congestion 
to  one  of  strangulation.  The  two  cords  above  and  below 
presented  several  twists,  and  after  division  of  these  the  mass 
of  omentum  was  removed. 

A  quantity  of   sanious  peritoneal  fluid  was  removed  by 
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sponges,  and  the  peritoneum  closed  after  ligaturing  the  afore- 
mentioned pedicles, — not  because  they  were  bleeding,  but  as  a 
precautionary  measure. 

After  removing  the  mass  it  was  found  to  consist  of  the 
whole  of  the  omentum  except  the  small  fan-shaped  portion 
coming  down  from  the  stomach  to  the  upper  twisted  cord. 

After  the  operation  there  is  nothing  special  to  record. 
The  wound  healed  by  first  intention,  and  the  patient  was 
allowed  to  be  up  on  the  20th  of  jMarch,  and  was  discharged 
on  the  26th. 

So  far  as  I  know  the  case  is  unique,  and  I  think  that  in 
all  probability  a  correct  diagnosis  was  impossible.  The  whole 
staff  agreed  with  me  in  thinking  there  was  strangulation  of 
omentum  in  a  hernial  sac  which  had  been  reduced  en  masse, 
the  free  passage  of  flatus  clearly  indicating  that  the  bowel 
was  free  from  strangulation. 

It  clearly  demonstrates  the  importance  of  operating  in 
doubtful  cases  of  peritonitis,  although  the  cause  may  be  un- 
diagnosed, as  indeed  it  is  frequently  undiagnosable. 

Case  3.  Traumatic  ijitra-peritoneal  hsemorrliage  treated  by 
laparotomy  xoith  lavage  and  drainage. — On  July  18  the  patient, 
James  H.,  set.  13,  was  attacked  by  a  bull  in  the  cattle 
market.  The  beast  pushed  him  against  some  railings  and 
fixed  him  there,  its  face  being  in  contact  with  the  boy's 
abdomen,  and  its  horns  on  either  side  of  him.  When  re- 
leased he  felt  sickly  and  had  abdominal  pain,  but  walked 
home,  a  distance  of  half  a  mile,  without  help.  His  friends 
put  him  to  bed,  but  the  abdominal  pain  continued,  and  he 
began  to  vomit.  Late  in  the  evening  of  the  same  day  he  was 
admitted  to  the  Leeds  General  Infirmary.  He  looked  very 
ill,  face  pinched  and  pale,  thighs  flexed  on  abdomen,  pulse 
130,  temp.  100°.  The  abdomen  was  fairly  full,  with  dulness 
in  both  flanks;  there  was  slight  general  tenderness.  He 
passed  a  little  urine  full  of  urates.  Liver  dulness  present. 
There  was  bruising  of  the  back  in  the  lumbar  region,  extend- 
ing outwards  to  the  left  loin. 

Next  morning  his  temperature  was  normal,  the  pain  con- 
tinued, the  abdomen  was  much  fuller,  and  the  dulness  more 
extensive  in  the  flanks,  now  extending  into  the  iliac  and 
hypogastric  regions  ;  fluid  thrill ;  pulse  128,  small  and  feeble. 
The  friends  were  telegraphed  to  for  permission  to  operate,  as 
the  patient  was  rapidly  getting  worse,  and  there  was  mani- 


Mr.  Mayo  Eobson's  Cases  of  Abdominal  Section.        87 

festly  internal  hgemorrhage.  Early  in  the  afternoon  the 
abdomen  was  opened  by  an  incision  1^  inches  long  in  the 
linea  alba  midway  between  the  umbilicus  and  pubes.  Bright 
red  fluid  blood  gushed  out,  of  which  two  pints  were 
measured.  The  peritoneal  cavity  was  flushed  with  about  ten 
pints  of  hot  saline  solution,  but  his  pulse  became  so  rapid  and 
feeble,  in  fact  almost  imperceptible,  that  it  was  decided  to 
trust  to  drainage  to  stop  the  bleeding,  as  it  was  manifest  that 
if  the  operation  were  prolonged  the  patient  would  die  on  the 
table  ;  hence,  although  the  lotion  returned  from  the  abdomen 
deeply  stained  with  blood,  a  glass  tube  was  put  in  to  drain  the 
pelvis,  and  the  wound  was  closed.  When  he  left  the  theatre 
the  pulse  was  150.  Half  an  hour  after,  2  ounces  of  deeply 
stained  fluid  were  removed  through  the  tube.  At  the  second 
dressing,  an  hour  later,  1  ounce  of  similar  fluid,  and  at  the 
third  dressing,  two  hours  later,  only  3ij,  and  four  hours  later 
agam5ij. 

Next  morning,  July  20,  at  9  a.m.,  5ij  of  clearer  fluid 
were  withdrawn,  and  at  12  noon  53"  was  removed  and  the  tube 
taken  out. 

His  temperature  was  98°  and  his  pulse  112,  and  although 
he  looked  ill  and  pale,  he  was  comfortable  and  cheerful. 
He  had  passed  urine,  and  the  abdomen  was  quite  flat.  The 
case  progressed  very  favorably,  and  he  got  up  on  August  9, 
and  went  home  on  August  11,  walking  to  the  front  door  with 
ease. 

On  September  8  he  was  seen  at  "  out-patients,"  looking 
very  well. 

The  case  illustrates  very  forcibly  the  haemostatic  effect  of 
washing  out  with  hot  solution  combined  with  drainage,  and 
demonstrates  the  fact  that  in  some  cases  of  intra-peritoneal 
haemorrhage  where  the  patient  is  too  ill  to  bear  a  prolonged 
operation  this  simple  method  may  still  save  life  b}'  first 
emptying  and  then  keeping  the  peritoneal  cavity  emptied, 
thus  allowing  coagulation  to  take  place  in  the  opened  vessels. 
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XV. — Loculated  Empyema — a  case  for  diagnosis.     By 
J.  W.  Browne,  M.D.     Bead  January  11,  1895. 

RG.  B._,  aet.  46,  a  strong,  healthy-looking  man,  with  a  good 
•  family  history,  was  first  seen  on  September  25,  1891. 
His  personal  history  was  this  : — Some  time  between  eighteen 
and  twenty-five  years  of  age  he  had  syphilis,  so  lightly  that 
he  recollects  no  more  than  the  fact.  At  the  age  of  twenty- 
three,  after  five  years  in  the  P.  and  0.  service,  he  was  inva- 
lided, and  finally  discharged  for  "  disease  of  tropical  climate,'* 
whose  symptoms  were  emaciation,  weakness,  and  an  acute 
pain  along  left  lower  ribs ;  when  reappearing  three  years 
later  it  was  called  ''spinal  neuralgia."  About  1889  he  had 
very  severe  pain  in  the  back,  which  ended  in  a  considerable 
discharge  of  pus  per  iirethram  :  a  specialist  treated  him  for 
gonorrhoea,  but  his  medical  attendant  was  convinced  that  the 
pus  came  from  one  of  the  kidneys ;  this  fact  came  to  light 
only  lately  and  indirectly.  In  1888  he  was  insured  as  a  first- 
class  life.  In  1890,  about  a  year  after  marriage,  his  wife 
bore  a  healthy  child,  and  another  in  1892,  which,  however, 
suffered  from  obstinate  sores  on  the  nates.  Early  in  1891  he 
had  a  sharp  attack  of  influenza,  with  a  slow  recovery  ;  since — 
post,  perhaps  propter — he  has  suffered  from  pain  and  weak- 
ness in  the  lower  limbs,  especially  the  right,  after  prolonged 
exertion ;  this  symptom  he  called  sciatica,  and  attributed  to 
a  strain  at  lawn  tennis. 

When  first  seen  he  complained  of  a  pain  in  the  stomach, 
to  which  he  had  been  subject  for  two  years ;  it  was  often 
associated  with  vomiting ;  its  seat  and  character  suggested  a 
diagnosis  of  gall-stones.  In  the  course  of  the  next  few  days, 
however,  no  jaundice  supervened,  the  pain  spread  to  the 
back,  grew  much  worse,  and  was  even  agonising  on  deep 
inspiration  or  the  slightest  movement;  there  were  profuse 
sweats,  irregular  fever  below  100°  F.,  and  finally  marked 
signs  of  right  pleurisy  with  effusion  reaching  to  about  the 
angle  of  the  scapula.  He  was  seen  in  consultation  Sep- 
tember 30,  and  the  diagnosis  made  of  pus  or  serum  in  the 
right  pleura,  most  probably  of  hepatic  origin.  During  the 
next  seven  days,  however,  the  signs  of  fluid  became  much 
less  marked.  The  fever,  the  sweats,  and  the  constitutional  dis- 
turbance passed  away,  and  he  was  apparently  convalescent 
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save  for  some  slight  and  occasional  pain,  which  seemed  now 
to  be  centred  under  the  xiphoid.  Here,  on  the  evening  of 
October  7,  the  patient  felt  as  though  something  had  burst 
inside,  followed  by  excruciating  pain  and  symptoms  of 
collapse.  Opiates  and  stimulants  aided  him  through  the 
night;  next  morning  the  only  objective  change  noticed  was 
a  very  evident  displacement  of  the  heart's  impulse  to  above- 
and  rather  outside  the  left  nipple,  where,  too,  could  be  seen 
a  diffused  undulatory  movement.  The  abdominal  tenderness, 
greatest  at  the  xiphoid,  was  diffused,  especially  over  the  lin& 
of  the  ascending  colon.  The  same  day  an  exploratory  inci- 
sion was  made  antiseptically  from  the  xiphoid  in  mid-abdo- 
minal line  for  two  or  three  inches,  but  nothing  abnormal  was 
seen  or  felt  to  account  for  symptoms.  At  the  same  time  a 
hypodermic  syringe  was  plunged  into  the  eighth  space  of  the- 
right  back,  and  again  lower  down ;  only  blood  came.  Soon 
after  the  operation  there  was  deep  jaundice,  and  jaundice- 
was  for  months  an  irregular  symptom,  associated  invariably 
with  pain,  located  now  over  the  gall-bladder,  and  again 
under  the  xiphoid.  The  wound  healed  speedily.  As  the 
abdomen  became  flaccid  a  band  of  tympanitic  resonance  was 
noticed,  which,  extending  from  just  below  level  of  left  nipple- 
to  xiphoid  level,  where  it  merged  in  abdominal  resonance, 
stretched  across  from  left  axillary  line  to  about  an  inch 
beyond  the  sternum.  On  October  15  the  pain  and  friction  of 
pleurisy  were  observed  below  left  nipple,  spreading  to  th& 
back,  and  followed  by  impairment  of  resonance,  breath-sounds, 
and  fremitus. 

A  diagnosis  was  now  made  of  hepatic  or  vertebral  disease 
causing  right  and  then  left  pleurisy  ;  the  displacement  of  the 
heart  was  attributed  to  fluid  in  the  right  pleura,  and  right 
paracentesis  was  urged  and  performed  without  result.  From 
October  10  to  December  8  there  weie  cough,  irregular  fever,, 
sweats,  steady  loss  of  flesh  and  strength,  occasional  attacks 
of  alarming  collapse,  and  pain  suggestive  now  of  left  pleurisy,, 
now  of  left  peritonitis  ;  sometimes  the  patient  complained  of 
chilliness,  but  there  was  never  at  this  stage  any  frank  rigor. 

The  state  of  his  chest  was  such  as  to  suggest  the  suspicion 
on  October  28  of  the  escape  of  pus  from  pleura  into  left  lung,. 
and  of  pericarditis  :  on  October  31  of  limited  left  pneumo- 
thorax with  consolidation  of  lung:  on  November  21  of  right 
and  then  left  pleurisy — with  gall-stones  as  an  independent  and 
unassociated  accident :  on  December  1  of  collapse  of  lung 
and  consolidation,   possibly  tubercular  or  syphilitic,   of  left 
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base.  After  these  differences  of  opinion  the  physical  signs  at 
last  became  fairly  constant ;  at  the  right  base  of  old  pleurisy, 
now  quiescent ;  on  the  left  side  the  heart's  impulse  was  felt 
an  inch  above  and  in  the  line  of  the  left  nipple,  at  the  left 
apex  exaggerated  breath-sounds  and  resonance  down  to  the 
fourth  space,  below  that  tympanitic  resonance;  over  the  left 
back  resonance,  fremitus,  and  breath-sounds  were  everywhere 
impaired,  nowhere  abolished,  most  impaired  just  below  left 
scapula;  everywhere  adventitious  sounds,  coarse  and  fine,  as 
of  pleura,  lung,  or  both. 

Finally,  on  December  6,  an  exploring  needle  and  syringe 
were  plunged  into  the  maximum  of  dulness,  apparently  with 
no  result;  afterwards,  on  washing  the  needle,  a  drop  of 
stinking  matter  was  discovered.  The  next  day  a  surgeon 
made  a  free  incision  with  resection  of  ribs  into  what  proved 
to  be  a  loculated  empyema,  which  was  well  drained  of  its  foul 
contents.  In  two  months  the  patient  was  up  and  out,  rapidly 
regaining  flesh  and  strength.  But  for  some  months  after- 
wards he  had  attacks  of  what  seemed  to  be  biliary  colic  with 
rigors, profuse  sweats,  jaundice, and  clayey  stools.  His  motions 
were  repeatedly  searched,  and  once  only  were  found  two 
small  black  pills,  yellow  inside,  which  an  authority  pronounced 
to  be  probably  gall-stones.  About  this  time  suggestions 
were  made  of  hydatids  of  the  liver  and  of  pus  in  the  right 
pleura.  At  any  rate,  the  man  is  about  his  business  as  well  as 
ever.  His  stomach  is  still  displaced,  and  probably  adherent. 
His  heart  is  displaced ;  there  is  a  little  dulness  at  the  right 
base,  and  that  is  all.  But  he  still  complains  of  the  pain  and 
weakness  in  his  lower  limbs,  which  were  in  abeyance  during 
his  long  illness.  He  has  no  appreciable  loss  of  muscular 
power,  no  inco-ordination,  no  parsesthesia;  the  knee-jerks  are 
rather  exaggerated ;  his  spinal  column  seems  normal. 

The  interest  of  this  persistent  symptom  lies  in  its  support 
of  a  probable  diagnosis  of  spinal  caries — of  unknown  cause — 
as  the  explanation  of  the  whole  case.  Gall-stones,  no  doubt, 
he  had — and  subsequent  ulceration  of  the  gall-passages  with 
pyaemia  might  account  for  all  the  symptoms  of  his  latest 
illness  :  but  this  diagnosis  would  not  account,  as  caries  of  the 
vertebrae  would  and  could,  for  the  spinal  neuralgia  of  his 
youth,  for  the  later  discharge  of  pus  per  urethram,  and  the 
present  weakness  of  the  lower  limbs. 
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XVI. — Case  of  Acute  Intestinal  Obstruction  from  Gall- 
stone :  laparotomy  :  removal  of  stone  :  suture  :  reco- 
very :  with  a  table  of  previous  cases.  By 
Fkederic  Eve.     Read  January  11,  1895. 

GEORGE  S.,  engineer,  set.  42,  was  admitted  to  the  London 
Hospital  on  March  19  at  5  p.m.,  presenting  symptoms  of 
acute  intestinal  obstruction. 

History. — Four  days  previously  (March  15)  he  was  attacked 
with  pain  in  the  abdomen,  and  immediately  afterwards  vomit- 
ing commenced.  From  that  time  he  had  been  unable  to  keep 
down  any  food.  There  had  been  passage  of  neither  fseces 
nor  flatus  since  the  onset  of  the  attack.  He  was  questioned 
as  to  his  having  had  any  previous  attacks  of  obstruction  or  any 
attacks  of  inflammation  about  the  abdomen,  but  no  informa- 
tion on  these  points  could  be  elicited.  Subsequently,  after 
the  operation,  he  recalled  that  eighteen  years  previously  he 
became  subject  to  severe  attacks  of  pain  with  tenderness  in 
the  epigastrium ;  they  were  accompanied  for  the  first  six 
years  with  vomiting.  For  seven  or  eight  years  he  was  never 
free  from  pain,  and  about  once  a  week  had  a  severe  attack. 
In  1884  he  was  suffering  so  greatly  that  he  consulted  a  well- 
known  physician,  who  ascribed  the  pain  to  dyspepsia.  Six 
months  after  this  the  persistent  pain,  together  with  the  acute 
attacks,  ceased  suddenly,  and  he  had  no  i-ecurrence.  His 
bowels  were  always  constipated,  but  he  usually  had  a  daily 
evacuation.     He  had  never  passed  a  gall-stone. 

I  saw  the  patient  immediately  after  his  admission;  the 
abdomen  was  moderately  distended,  but  no  distension  of  the 
large  intestine  could  be  made  out ;  the  pain  was  referred  to 
the  umbilicus  :  no  tenderness  could  be  elicited.  No  vomiting 
after  his  admission.  The  hernial  apertures  and  rectum  were 
free.  A  large  injection  of  soap  and  water  (about  two  quarts) 
was  given,  the  patient  being  inverted  as  far  as  possible  with 
pillows  placed  under  the  hips;  tincture  of  belladonna,  15 
minims,  was  ordered  every  two  hours.  About  8  p.m.,  after  the 
return  of  the  enema,  he  passed  a  small  fluid  motion  (about 
4  oz.)  and  felt  easier.  The  operation  was  in  consequence 
postponed.  Next  morning  his  symptoms  became  more  severe  : 
he  had  passed  nothing  further  by  the  bowel,  and  laparotomy 
was  therefore  determined  on. 
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Operation  at  1.15  p.m.;  anaesthetic,  ether;  on  palpation 
of  the  abdomen,  when  the  muscles  were  relaxed  under  anaes- 
thesia, a  hard  body  like  a  rifle  bullet  could  be  felt  in  the 
right  iliac  fossa.  This  was  evidently  a  gall-stone.  On  open- 
ing the  abdomen  the  gall-stone  was  readily  seized  ;  it  lay  in 
the  lower  end  of  the  ileum  two  or  three  inches  from  the  ileo- 
caecal  valve.  The  intestine  above  the  obstruction  was  con- 
siderably distended,  and  of  a  rosy-red  colour  but  glistening; 
there  was  no  evidence  of  peritonitis.  The  large  intestine 
was  completely  empty.  The  ileo-caecal  orifice  was  exposed  to 
view  by  traction  on  the  wound  and  intestine  respectively,  and 
an  attempt  was  made  to  force  the  stone  through  the  valve 
into  the  caecum,  but  unsuccessfully.  The  calculus  was  quite 
moveable,  and  was  pushed  along  into  a  free  knuckle  of  ileum, 
which  could  be  readily  drawn  out  of  the  wound.  After 
applying  elastic  ligatures  of  drainage-tube  to  the  intestine 
above  and  below,  the  calculus  was  removed  by  a  longitudinal 
incision.  The  mucous  membrane  was  then  united  by  a  con- 
tinuous suture  of  silk,  and  the  serous  covering  by  interrupted 
Lembert  sutures,  also  of  fine  silk.  A  free  end  of  omentum 
was  then  attached  by  four  sutures  over  the  wound,  and  the 
intestine  was  dropped  into  the  abdomen  and  the  wound  closed. 
The  subsequent  progress  of  the  case  was  uneventful.  There 
was  no  recurrence  of  the  vomiting,  but  the  patient  suffered 
during  the  next  night  from  hiccough.  On  the  third  day  the 
bowels  acted  copiously  twice,  and  there  was  no  further  trouble 
in  that  respect.  On  the  evening  of  the  first  day  his  tempera- 
ture rose  to  101*4°,  but  immediately  fell  and  remained  normal 
until  the  ninth  day,  when  it  again  rose  to  101°.  The  wound 
appeared  in  the  meantime  to  have  closed  by  first  intention, 
but  on  the  tenth  day  there  was  a  spontaneous  discharge  of 
foetid  pus  from  its  lower  angle,  and  it  was  then  found  that 
the  skin  had  been  undermined  by  an  abscess,  either  due  to  a 
suture,  or  possibly  to  contusion  of  the  edges  of  the  wound  by 
the  retractors.  There  was  never  any  suspicion  of  fgecal 
fistula,  and  union  subsequently  took  place  without  further 
complication.  Nutrition  was  maintained  entirely  by  the 
rectum  until  the  fourth  day,  when  a  little  Valentine's  meat 
juice  was  allowed,  as  his  strength  seemed  to  be  failing.  The 
rectal  alimentation  was  continued  for  seven  days,  the  amount 
of  food  given  by  the  month  being  gradually  increased.  He 
left  the  hospital  feeling  quite  well  in  three  or  four  Aveeks. 

Bemarks. — Before  the  patient  was  an^sthetised  the  dia- 
gnosis of  obstruction  of  the  small  intestine  was  made,  but  no 
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clue  as  to  its  cause  could  be  obtained.  The  sudden  onset  of 
pain  immediately  followed  by  vomiting  pointed  to  internal 
strangulation,  but,  considering  that  four  days  had  elapsed 
since  the  onset,  the  general  symptoms  did  not  seem  suffi- 
ciently acute  to  support  this  view  :  as  already  mentioned, 
inquiry  at  that  time  elicited  no  information  as  regards  his 
previous  attacks  of  abdominal  pain.  The  distension  of  the 
abdomen  was  too  great  to  allow  the  stone  to  be  felt  before 
he  was  anaesthetised.  'J'he  long  antecedent  attacks  of  epi- 
gastric pain  may  be  referred  to  the  presence  of  the  calculus 
in  the  gall-bladder,  culminating  in  the  establishment  of  a 
fistulous  communication  with  the  duodenum  ;  while  the 
sudden  cessation  of  the  symptoms  after  existing  some  seven 
or  eight  years  was  probably  concurrent  with  the  passage 
of  the  calculus  into  the  small  intestine.  The  condition  of  the 
calculus  warrants  the  assumption  that  it  had  remained  for  a 
long  period  in  the  intestine,  for,  except  at  one  end,  it  is 
covered  with  a  distinct  layer  of  phosphates,  (In  Mr.  T. 
Smith's  successful  case  fifteen  years  had  elapsed  from  the 
entrance  of  the  gall-stone  into  the  intestine  to  the  occur- 
rence of  obstruction.)  The  attack  of  obstruction  in  the  case 
related  may  have  been  determined  by  the  calculus  being 
driven  against  the  ileo-caecal  valve,  and  consequent  inflamma- 
tory swelling  of  the  mucous  membrane.  The  suggestion  of 
Mr.  Lawson  Tait  to  break  it  up  with  a  needle  occurred  to  me 
before  extracting  it ;  but  I  was  deterred  from  doing  so  by  its 
feeling  of  hardness,  and  by  the  fact  that  I  could  readily  guide 
it  to  a  healthy  and  only  moderately  distended  portion  of  the 
bowel,  which  I  thought  would  readily  unite  after  incision  and 
suture. 

The  calculus  is  cylindrical  in  shape,  rounded  and  smooth 
at  one  end,  broken  and  somewhat  rough  at  the  other.  It 
appears  to  be  composed  chiefly  of  bile-pigments,  biliary  acids, 
and  salts,  and  is  covered  with  phosphates.  It  measures 
1^  inches  (4  cm.)  in  length,  and  over  3j  inches  (8'o  cm.)  in 
its  greatest  circumference,  and  weighs,  dry,  190  grains.  The 
calculus  was  found  in  the  usual  situation  :  thus,  of  thirty-two 
cases  collected  by  Leichtenstern,  it  was  found  ten  times  in  the 
duodenum  and  jejunem,  five  times  in  the  middle  of  the  ileum, 
and  seventeen  times  at  the  lower  end  of  the  ileum. 

So  much  has  been  written  regarding  the  symptoms  of 
obstruction  from  biliary  calculus  that  I  do  not  think  any 
useful  purpose  would  be  served  by  going  into  this  matter. 
Suffice  it  to  say  that  in  the  absence  of  the  history  of  previous 
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pain  and  inflammation  in  the  regions  of  the  right  hypochon- 
drium  and  epigastrium,  I  do  not  think  a  diagnosis  was 
possible  in  the  case  above  related,  except  by  palpation  under 
an  anesthetic. 

The  results  of  the  treatment  of  this  form  of  obstruction  by 
laparotomy  were  at  first  by  no  means  enconraging.  Writing 
in  1889,"^  Dufourt  collected  nine  cases  in  which  this  operation 
had  been  performed.  All  of  these  terminated  fatally  with  the 
exception  of  one,  that  published  in  the  '  Transactions  of  the 
Clinical  Society'  (vol.  xxi,  1888)  by  Mr.  Glutton.  In  this 
case  the  calculus  was  pushed  into  the  large  intestine.  In  two 
cases  the  calculus  was  not  found  at  the  operation,  but  its 
presence  was  subsequently  verified  post-mortein  ;  and  in  the 
six  other  fatal  cases  the  intestine  was  opened. 

In  the  period  subsequent  to  1889  I  have  collected  sixteen 
cases  including  that  just  related,  together  with  two  cases 
published  in  1887,  and  overlooked  by  Dufourt;  among  these 
there  were  nine  cures  and  nine  deaths.  In  all  of  these  cases 
(except  one  in  which  resection  was  performed)  the  bowel  was 
opened  and  sutured.  This  shows  a  very  great  advance,  which 
may  be  attributed  mainly  to  improved  surgical  technique. 
Operation  was  no  longer  delayed  in  the  earlier  than  the 
recent  cases ;  for,  excluding  one  fatal  case  in  which  operation 
was  postponed  sixteen  days,  the  average  for  both  groups  Avas 
four  days  from  the  onset  of  symptoms.  The  improvement  in. 
the  recent  cases  is  still  more  apparent  if  we  exclude  from  the 
nine  fatal  cases  two  in  which  the  unfortunate  result  could  not 
be  attributed  to  the  operation,  and  one  in  which  resection  of 
20  centimetres  of  the  intestine  was  necessary.  In  the  latter 
case,  reported  by  Bircher,  the  knuckle  of  intestine  contain- 
ing the  calculus  showed  in  the  neighbourhood  of  the 
mesentery  some  yellow  points,  and  gave  out  a  faecal  odour. 
The  mucous  membrane  at  this  part  was  covered  with  a 
number  of  ulcers,  the  largest  being  7  centimetres  in  length 
and  2  in  breadth. t 

Regarding  the  two  cases  in  which  the  fatal  result  was  un- 
connected with  the  operation,  in  one,  that  of  Helferich,  there 
existed  between  the  perforated  gall-bladder  and  the  duodenum 
a  little  canal  in  which  one  half  of  the  calculus  was  retained, 
the  other  half  having  passed  into  the  intestine  and  deter- 
mined the  obstruction.  The  migration  of  the  latter  half  of 
the  calculus  had  caused  a  local  peritonitis  in  the  neighbour- 

*  Lt/on  Medicale,  1889,  p.  53. 

f  JRevue  des  Sciences  medicates,  vol.  i,  tome  xli,  p.  278. 
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hood  of  the  gall-bladder^  resulting  in  paralysis  of  the  intestine, 
to  which  the  author  attributed  the  fatal  result.  In  the- 
second  case,  in  which  Von  Winiwater  was  the  operator,  a 
woman  aged  eighty  had  symptoms  of  complete  obstruction  for 
twenty-four  hours ;  there  was  an  irreducible  right  femoral 
hernia;  herniotomy  was  performed,  and  the  knuckle  of  intes- 
tine (showing  a  depression,  but  not  apparently  strangulated) 
was  returned  into  the  abdomen.  Next  day,  the  symptoms 
being  unrelieved,  laparotomy  was  performed,  and  a  gall-stone 
found  and  extracted  from  the  intestine  just  above  the  knuckle, 
which  had  occupied  the  hernia.  As  the  latter  looked 
suspicious,  the  intestine  was  fixed  to  the  wound  and  a  tampon 
of  iodoform  gauze  applied  around  it.  Perforation  of  the 
intestine  at  the  seat  of  the  constriction  took  place,  and  the 
patient  died  with  delirium  and  exhaustion. 

Excluding,  therefore,  these  three  from  the  recently  re- 
corded cases,  we  have  nine  cures  and  six  deaths  out  of  a 
total  of  fifteen. 

One  of  the  earlier  cases  in  Dufourt's  list  was  said  to  have 
died  from  persistence  of  the  obstruction,  occasioned  by  a  con- 
traction of  the  large  intestine  at  the  end  of  the  ti'ansverse 
colon  (Labbe,  These  de  Beraud,  1885). 

Taking  the  earlier  and  later  cases  together  there  are 
twenty-seven  in  all,  of  which  seventeen  died  and  ten  survived 
the  operation  of  laparotomy. 

It  must,  however,  be  borne  in  mind  that  doubtless  several 
unsuccessful  cases  have  not  been  placed  on  record. 

It  is,  perhaps,  scarcely  too  much  to  say  that  as  a  result  of 
this  inquiry  the  operation  of  laparotomy,  with  extraction  of 
the  calculus  by  incision,  is  placed  on  a  much  more  favorable 
basis  than  it  has  heretofore  occupied.  To  sum  up,  the 
following  proposals  regarding  treatment  may  be  formulated. 

As  in  the  past,  so  in  the  future,  it  is  probable  that  in  the 
majority  of  cases  the  cause  of  the  obstruction  will  not  be 
discovered  until  after  the  abdomen  has  been  opened.  But 
when  a  diagnosis  of  obstruction  by  a  biliary  calculus  is 
possible,  expectant  treatment  (namely,  the  administration  of 
belladonna  or  opium  and  rectal  feeding)  is  indicated  if  con- 
siderable distension  of  the  abdomen  is  not  present.  Treves^ 
states  that  of  twenty  cases  in  which  gall-stones  "produced 
definite  and  severe  sj'mptoms  of  obstruction  "  six  patients 
recovered  by  the  spontaneous  passage  of  the  stone,  and 
fourteen  died  unrelieved.     Should  the   measures  mentioned 

*  Intestinal  Obstniction,  p.  .335. 
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fail,  operation  should  not  be  long  delayed,  as  the  patients  are 
nearly  all  old  people  whose  vitality  will  soon  give  out.  Of 
twenty  cases  operated  upon  in  which  the  age  is  stated  the 
mean  age  is  sixty-four  years.  By  far  the  youngest  was  my 
■own  patient,  aged  forty-two. 

After  opening  the  abdomen  the  procedure  to  be  followed 
must  depend  on  circumstances. 

If  the  stone  occupies  the  lower  part  of  the  ileum  and  is 
moveable,  an  attempt  should  be  made  to  push  it  through  the 
ileo-caecal  valve.  This  proceeding  is  devoid  of  danger,  for  in 
only  one  case,  that  recorded  by  Korte,  has  a  biliary  calculus 
become  impacted  in  the  large  intestine  and  given  rise  to 
obstruction.  The  site  of  the  impaction  in  this  case  was  the 
sigmoid  flexure,  and  extraction  met  with  a  favorable  result, 
although  a  fascal  fistula  formed. 

Should  it  be  impossible  to  pass  the  stone  through  the  ileo- 
c£ecal  orifice,  or  if  the  stone  be  immoveable,  as  is  not  infre- 
quently the  case,  the  procedure  to  be  adopted  should  depend 
on  the  condition  of  the  intestine.  If  the  intestine  be  healthy 
and  easily  reached  from  the  wound  I  would  advise  incision 
and  suture  as  in  the  case  related.  But  in  those  cases  in 
which  the  intestine  is  inflamed  and  oedematous,  the  stone 
fixed  and  adherent,  the  procedure  recommended  by  Mr. 
Lawson  Tait,  namely,  breaking  up  the  calculus  with  a  needle, 
would  appear  to  offer  the  best  chance  of  a  favorable  result. 
Again,  should  this  proceeding  be  impracticable,  I  would 
advise  the  method  adopted  in  von  Winiwater's  case  (already 
alluded  to)  ;  that  is,  to  excise  the  stone  and  suture  the  intes- 
tine. Then  fix  the  intestine  to  the  abdominal  wound,  sur- 
round the  wounded  part  with  iodoform  gauze,  and  plug  the 
wound  with  the  same,  subsequently  dealing  with  the  case  as 
might  be  found  necessary. 

In  cases  similar  to  that  recorded  by  Bircher,  where  ulcera- 
tion of  the  intestinal  wall  is  manifestly  present  and  perfora- 
tion is  threatened,  there  is  no  other  resource  but  resection 
and  union  of  the  intestine  by  Murphy's  button,  or  the  forma- 
tion of  an  artificial  anus. 

When  a  stone  has  been  extracted  by  incision  the  oppor- 
tunity of  evacuating  the  intestinal  contents  through  the 
opening  should  not  be  lost. 
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XVII. — Two  cases  of  Detachment  of  the  Retina  in  the 
course  of  granular  kidney.  By  Samuel  West,  M.D. 
Read  January  25,  1895. 

CASE  1.  Granular  kidney ;  rapid  loss  of  sight;  purpura; 
retro-hulhar  hsemorrhage  ;  detachment  of  the  retina  {not 
hsemorrhagic) . — Lydia  B.,  set.  22,  wels  admitted  into  St.  Bar- 
tholomew's Hospital  under  my  care  on  March  2,  1893, 
suffering  from  headache,  vomiting,  and  failure  of  sight. 

She  stated  that  she  had  been  in  her  usual  health  until 
nine  months  ago,  when  the  present  symptoms  began.  Since 
then  she  had  got  gradually  worse  and  worse,  until  ten  days 
ago  she  became  quite  blind. 

It  was  ascertained  that  she  was  an  in-patient  in  Faith 
Ward  seven  years  before,  and  that  her  case  was  diagnosed  as 
chronic  nephritis  of  four  months'  duration.  The  following 
account  is  given  of  her  case  at  that  time.  She  had  considerable 
dropsy  of  the  face  and  body,  and  passed  but  little  water,  with 
about  6  per  cent,  of  albumen.  A  few  days  after  her  admission 
she  had  several  fits,  sixteen  in  one  day,  and  they  were  fol- 
lowed by  noisy  delirium,  ending  in  incomplete  coma.  At  that 
time  she  lost  her  sight  temporarily,  but  there  were  no  eye 
lesions  discovered  by  the  ophthalmoscope,  so  that  the  attack 
was  thought  to  be  one  of  uremia  with  uraemic  amblyopia. 
She  seemed  likely  to  die  for  some  days,  but  she  rallied 
and  rapidly  improved,  so  that  she  left  the  hospital  after  a 
stay  of  nine  weeks  "  wonderfully  better."  The  albumen  on 
leaving  was  reduced  to  1*6  per  cent. 

Soon  after  leaving  the  dropsy  reappeared,  and  disappeared 
again,  but  since  then  she  has  had  several  slight  attacks  of 
the  same  kind,  so  that  she  had  been  always  more  or  less 
ailing  until  nine  months  ago,  when  the  sickness,  vomiting, 
and  failure  of  sight  set  in  for  which  she  sought  admission  now. 

Nocturnal  micturition  had  been  constant  with  her,  at  any 
rate  since  the  illness  first  described,  but  it  is  not  clear  that  it 
did  not  precede  it  also ;  but  she  had  only  recently  noticed  any 
marked  increase  in  the  amount  of  urine,  and  in  the  frequency 
of  micturition  by  day.  No  history  of  scarlet  fever  could  be 
obtained.  The  family  history  was  negative,  her  father, 
mother,  her  two  brothers,  and  one  sister  being  all  alive  and 
well,  and  one  sister  only  having  died  as  an  infant. 
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Condition  on  admission. — A  fairly  nourished  ■woman,  very 
pallid,  •with  a  little  oedema  of  the  eyelids,  feet,  and  lumbar 
region.  The  breath  somewhat  ammoniacal.  Respirations 
quiet  and  lungs  normal.  The  tongue  clean  and  moist. 
Appetite  good  and  bowels  regular.  The  pulse  was  80,  of 
increased  tension ;  the  artery  thickened.  The  heart's  dul- 
ness  increased  slightly  upwards  and  a  little  towards  the  right 
side ;  the  impulse  forcible ;  the  first  sound  prolonged  at 
the  apex  and  reduplicated ;  the  second  sound  at  the  base 
accentuated ;  no  murmur.  The  urine  contained  one  third 
albumen ;  no  casts  were  found.  The  headache  was  almost 
constant,  and  at  times  very  bad  all  over  the  head.  The 
vomiting  did  not  bear  any  relation  to  the  taking  of  food,  and 
was  very  irregular  in  occurrence.  She  slept  badly,  chiefly 
from  restlessness.  Ophthalmoscopic  examination  revealed 
extreme  double  albuminuric  retinitis,  with  numerous  white 
patches,  especially  round  the  yellow  spot,  and  hemorrhages. 
The  discs  were  considerably  swollen.  Vision  was  limited  to 
perception  of  light  only.  The  conjunctivae  were  a  little  glassy 
and  swollen  from  slight  oedema. 

Six  days  after  admission  (March  15)  several  small  pur- 
puric spots  were  observed  on  the  body,  legs,  and  arms,  and 
over  the  buttocks  a  few  large  purple  patches  of  extravasation 
developed.  These  gradually  faded  and  disappeared,  the 
headache  and  vomiting  became  less,  the  breath  less  ammo- 
niacal, the  oedema  almost  disappeared,  and  altogether  the 
patient  seemed  better. 

On  March  19  detachment  was  discovered  in  both  retinas. 
This  could  not  have  developed  more  than  two  or  perhaps 
three  days  before  it  was  detected,  for  frequent  examinations 
of  the  eye  were  made  by  myself  and  by  my  house  physician. 
The  detachment  was  peripheral,  and  at  first  was  limited  to 
the  south  or  lowest  part  of  the  retina.  It  rapidly  spread,  and 
in  a  few  days  involved  the  whole  periphery  except  the  middle 
upper  segment.  No  change  had  occurred  in  the  patient's 
symptoms  to  indicate  any  fresh  complication  in  the  eye,  and 
the  only  new  symptom  was  the  occurrence  of  moderate  and 
repeated  epistaxis  for  a  day  or  two  before  the  detachment 
was  discovered.  The  colour  of  the  detached  portion  of  the 
retina  was  dull  grey,  and  no  sign  of  h hemorrhage  was  found 
then  or  afterwards.  No  change  took  place  in  the  detachment 
after  it  had  once  fully  developed,  either  by  way  of  extension 
or  diminution,  nor  did  it  ever  spread  to  within  a  fair  distance 
of  the  disc. 
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In  other  respects  the  patient  seemed  to  be  improving  ;  the 
pallor  was  less  extreme,  the  oedema  had  disappeared  altogether, 
the  albumen  had  diminished  to  little  more  than  a  cloud,  the 
headache  was  better,  and  the  vomiting  had  almost  ceased. 
She  was  taking  her  food  well,  and  slept  soundly.  The  urine 
varied  in  amount  a  good  deal  day  by  day,  but  averaged  about 
50  ounces ;  the  patient  seemed  to  be  going  on  fairly  well 
until  April  9,  when  she  was  suddenly  seized  with  severe 
pain  in  the  left  eye  attended  with  flashes  of  light.  The 
eye  became  protruded  somewhat,  and  the  conjunctiva  as  well 
as  the  eyelids  and  adjacent  part  of  the  face  became  swollen. 
She  also  vomited  several  times.  There  was  no  rise  of  tem- 
perature or  other  change. 

The  question  arose  whether  she  had  haemorrhage  into  the 
eye  (heemorrhagic  glaucoma)  or  behind  the  orbit.  On  account 
of  the  swelling  of  the  external  parts  it  appeared  to  me  to  be 
retro-bulbar,  and  this  it  ultimately  proved  certainly  to  be ; 
for  the  next  day  the  conjunctiva  became  ecchymosed,  and 
when  the  eye  could  be  again  examined  the  retinal  condition 
was  found  unchanged,  and  there  was  no  trace  of  haemor- 
rhage within  the  bulb.  The  pain  rapidly  subsided  under 
treatment,  and  the  general  condition  of  the  patient  seemed 
to  be  in  no  wise  changed. 

On  April  19,  during  the  night,  the  patient  became  suddenly 
quite  delirious,  and  unable  to  recognise  anyone  about  her ; 
she  complained  of  pins  and  needles  all  over  the  body,  and  had 
some  general  twitchings.  Under  cannabis  indica  and  one 
extra  dose  of  pilocarpine  she  was  quieted,  and  the  next  day 
she  seemed  to  have  recovered. 

May  15. — There  is  little  to  record;  she  remained  in  statu 
quo.  Perhaps  there  was  a  little  general  improvement  in  health, 
but  none  in  the  condition  of  her  eye.  Finally  she  became  tired 
of  the  hospital  and  went  home. 

The  treatment  consisted  of  perchloride  of  iron  three  times 
daily,  and  nitrate  of  pilocarpine  gr.  ^jj  subsequently  increased 
to  ^,  night  and  morning,  with  an  occasional  dose  of  extract 
of  cannabis  indica  to  secure  sleep. 

Case  2.  Granular  kidney ;  sudden  loss  of  sight ;  detachment 
of  the  retina ;  death  ;  granular  kidneys  found. — Frederick 
F.  S.  was  admitted  into  John  Ward  in  St.  Bartholomew's 
Hospital  on  March  2,  1893,  under  my  care;  complaining  also 
of  vomiting,  headache,  and  loss  of  sight. 

He  stated  that  he  was  in  good  health  and  at  work  until 
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two  months  before  his  admission,  when  he  began  to  vomit 
every  morning,  and  to  be  much  troubled  with  headache.  It 
was  not  till  February  24,  or  six  days  before  admission,  that 
he  first  noticed  that  his  eyes  ached,  and  that  things  looked 
misty.     Up  to  that  time  his  eyesight  had  been  good. 

He  gave  absolutely  no  history  of  illness  prior  to  two 
months  ago,  except  that  he  had  a  slight  attack  of  congestion 
of  the  lungs  nine  years  before,  from  which  he  quite  recovered. 
He  had  never  had  scarlet  fever  so  far  as  he  knew. 

His  mother  and  two  brothers  were  alive  and  well,  but  his 
father  was  dead. 

On  cross-examination  he  admitted  that  he  had  to  get  up  at 
night  for  some  years  past  to  make  water,  and  he  had  lately 
passed  more  urine  than  usual  and  had  been  thirsty,  but  with 
this  exception  he  seemed  to  have  been  free  from  symptoms  of 
any  kind  till  two  months  ago. 

He  was  a  pale,  anaemic  man,  with  a  somewhat  sallow, 
earthy  complexion.  Tongue  flabby  and  moist ;  appetite  fair ; 
bowels  regular.  Breathing  good  and  lungs  natural.  Pulse 
84,  regular,  of  high  tension.  Artery  much  thickened  and 
tortuous.  Heart-dulness  a  little  enlarged.  The  first  sound 
at  the  apex  prolonged  and  booming,  and  the  second  at  the 
base  accentuated.  A  systolic  murmur  (hgemic)  was  heard  at 
both  bases,  but  it  varied  greatly  and  was  sometimes  absent. 
The  urine  was  acid,  1010,  contained  one-fourth  albumen,  and 
gave  a  slight  blood  reaction.  Some  finely  granular  casts  were 
stated  to  be  present,  but  I  did  not  see  them  myself,  and  they 
were  not  found  again. 

There  was  no  oedema  of  any  part  of  the  body,  but  the 
eyelids  looked  a  little  puffy. 

Ophthalmoscopic  examination  revealed  well-marked  albu- 
minuric retinitis.  The  discs  were  hazy  and  somewhat  ill- 
defined,  but  there  was  no  swelling  or  effusion.  There  were 
numerous  white  patches,  and  a  few  recent  and  small  haemor- 
rhages. Vision  was  almost  completely  lost ;  all  that  could  be 
seen  were  large  objects  placed  near  to  eyes  against  the  light. 

The  urine  was  much  increased  in  quantity,  and  was  on 
several  days  more  than  100  ounces,  and  only  rarely  less  than 
60  ounces. 

Except  on  the  first  occasion  (?)  no  casts  were  found.  The 
amount  of  albumen  continued  fairly  constant  throughout  at 
about  2  per  cent. 

On  account  of  the  condition  of  the  eyes  and  the  headache 
three  leeches  were  applied  to  each  mastoid,  and  a  small  blister 
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to  each  temple^  with  some  relief  to  the  headache.  No  other 
improvement  occurred,  and  on  the  18th  the  retinal  haemor- 
rhages had  greatly  increased. 

On  the  19th  detachment  of  the  retina  was  discovered  on 
the  right  eye,  the  left  being  unchanged.  The  detachment 
was  on  the  nasal  side,  and  involved  about  one  third  of  the 
periphery.  By  the  21st  it  had  extended  so  as  to  involve 
the  whole  periphery  except  the  N.W.  segment.  Nothing 
had  occurred  in  the  condition  of  the  patient  to  suggest 
any  fresh  complication  on  the  side  of  the  eye,  and  the 
only  fi'esh  symptom  was  an  attack  of  troublesome  but  not 
copious  epistaxis  at  the  same  time  that  the  hasmorrhages 
were  found  to  be  increased  in  both  eyes  {i.  e.  on  the  18th), 
but  the  day  before  the  detachment  occurred. 

From  this  time  the  patient  rapidly  lost  ground,  becoming 
weaker  and  weaker  every  day.  On  the  28th  troublesome 
diarrhoea  set  in,  which  still  further  reduced  him,  and  on  the 
30th  epistaxis  recurred,  which  had  to  be  treated  by  injection 
of  perchloride  of  iron. 

On  the  1st  of  April  he  died,  having  dm*ing  the  last  three 
days  of  life  been  greatly  troubled  with  vomiting,  which  caused 
him  to  reject  and  refuse  all  food,  and  having  passed  but  little 
water — about  25  ounces  daily.  He  died  quietly  of  asthenia, 
and  was  conscious  to  the  last. 

The  patient  was  treated  throughout  with  nitrate  of 
pilocarpine,  gr.  -g-,  three  times  daily  by  the  mouth. 

Remarks. — G-ranular  kidney  is  a  disease  which  long  lies 
latent,  i.  e.  it  is  only  after  it  has  existed  for  some  time  that 
marked  symptoms  arise.  When  they  once  appear  they  often 
develop  with  very  great  rapidity.  This  fact  may  be  read  the 
converse  way,  and  we  may  say  that  when  granular  kidney 
produces  symptoms  it  must  have  existed  for  some  time. 
Now  this  is  an  important  fact,  for  it  has  to  be  reckoned  with 
in  determining  the  aetiology  of  the  disease.  It  sometimes 
happens  that  the  first  symptoms  of  granular  kidney  are  oedema 
and  other  signs  of  acute  nephritis.  If  the  case  runs  an 
ordinary  course  the  patient  will  recover  up  to  a  certain  point, 
but  never  entirely  lose  the  albumen  in  the  urine.  Whence 
the  conclusion  might  be  drawn  that  the  granular  kidney 
ultimately  found  resulted  from  the  attack  of  acute  nephritis. 
Yet  the  opposite  conclusion  would  be  the  correct  one,  viz. 
that  the  acute  nephritis  had  developed  because  the  kidneys 
were  previously  diseased.  The  constant  difficulty  in  acute 
nephritis  is  to  determine  whether  it  is  really  a  fresh  affection 
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or  merely  an  intercurrent  exacerbation  of  a  chronic  disease. 
I  have  seen  many  such  cases.  In  some  of  these  albuminuric 
retinitis  has  been  present.  That  to  my  mind  is  practically 
conclusive,  for  I  have  never  seen  albuminuric  retinitis  in 
simple  acute  nephritis. 

Suddenness  of  onset  of  symptoms  characterises  granular 
kidney  throughout.  Thus  in  one  patient  the  first  symptom 
may  be  the  signs  of  acute  nephritis  as  described,  in  another 
uraemia,  in  another  hsemorrhage,  e.  g.  violent  epistaxis  or 
even  intra-cranial  htemorrhage  ;  and  in  another — and  this  is 
of  chief  interest  in  respect  of  the  present  cases — sudden  loss  of 
sight.  And  we  may  expand  this  fact  still  further,  for  not  only 
may  serious  symptoms  arise  in  granular  kidney  without 
warning,  but  when  they  have  developed  they  may  be  taken 
as  an  indication  that  the  case  is  nearing  its  end. 

Loss  of  sight. — In  both  these  cases  the  failure  of  sight 
was  rapid.  It  is  true  that  in  the  first  case  there  had  been 
some  gradual  failure  of  sight  for  about  nine  months,  but  in  a 
few  days  the  patient  suddenly  became  blind — totally  blind, 
so  as  to  have  lost  all  except  mere  perception  of  light.  In 
the  second  case  no  defect  of  vision  was  observed  until  six 
days  before  the  patient  became  totally  blind. 

I  was  asked  some  time  ago  to  see  a  gentleman  in  Essex 
who  had  lost  his  sight  suddenly,  and  had  become  very  ill.  I 
found  him  evidently  bordering  on  urgemia,  with  extreme 
albuminuric  retinitis.  He  was  obviously  the  victim  of  granular 
kidney.  Pericarditis  developed  in  a  few  days,  which  carried  him 
off.  Yet  three  weeks  before  his  death  he  was  out  hunting,  and 
the  first  thing  he  noticed  was  that  he  could  not  see  a  wire  fence, 
and  got  into  difficulties  in  consequence.  Within  a  fortnight 
from  that  time  he  had  lost  all  vision  except  the  perception  of 
light,  and  he  died,  as  I  have  said,  with  pericarditis.  This 
sudden  failure  of  vision  in  granular  kidne}^  may  be  read  the 
converse  way,  viz.  that  albuminuric  retinitis  generally  exists 
for  a  long  time  without  causing  any  symptoms,  so  that  its 
presence  will  be  only  discovered  by  routine  ophthalmoscopic 
examination. 

Hsemorrhage. — The  next  point  I  desire  to  refer  to  in 
relation  to  these  cases  is  haemorrhage.  The  wide-spread 
morbid  changes  in  the  vessels  throughout  the  body  incline 
me  to  the  opinion  of  those  who  regard  granular  kidney  as  a 
disease  sui  generis,  and  not  primarily  an  affection  of  the 
kidneys  at  all ;  the  disease  of  the  vessels  shows  itself  in  hemor- 
rhage, which  may  also  be  wide-spread.     Yet  there  are  parts 
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of  the  bodj  which  are  favourite  seats  of  htemorrhage^  e.  g.  the 
brain  ;  indeed,  spontaneous  cerebral  haemorrhage  in  middle 
life,  if  not  due  to  syphilis,  is  most  frequently  found  associated 
with  granular  kidney.  Epistaxis  is  frequent,  and  so  are  small 
hfemorrhages  into  the  retina.  Hematuria  is  not  uncommon ; 
it  is  sometimes  copious  and  long  continued.  Indeed,  I  do  not 
think  sufficient  importance  is  attached  to  the  continued  pre- 
sence of  blood  in  the  urine  after  what  has  appeared  to  be 
acute  nephritis.  For  my  own  part  I  think  it  a  sign  of 
some  importance,  as  indicating  the  pre-existence  of  granular 
kidney. 

Of  hfemoptj'sis  in  granular  kidney  I  know  nothing  ;  at 
least,  I  have  seen  no  conclusive  case.  I  believe  it  occurs, 
and  it  may  be  placed  in  relation  with  that  form  of  htemo- 
ptysis  which  the  late  Sir  Andrew  Clark  described  as  occurring 
in  gouty  persons  of  advanced  age. 

Hfemorrhages  into  the  skin  are  very  unusual,  and  the  first 
of  these  cases  is  therefore  of  great  interest.  This  patient 
developed,  it  will  be  remembered,  a  condition  of  purpura, 
which  lasted  only  for  a  short  time.  I  have  never  seen  any 
other  case  of  this  kind.  She  also  suffered  with  hgemorrhage 
in  another  most  extraordinary  place,  viz.  behind  the  eyeball. 
The  sudden  attack  of  severe  orbital  pain  attended  by  some 
protrusion  of  the  eyeball  was  in  itself  suggestive  of  hasmor- 
rhage,  and  any  doubt  that  might  have  been  felt  at  first  was 
set  at  rest  in  a  few  hours  by  the  appearances  of  subconjunctival 
ecchyniosis.  This  occurrence,  again,  is  quite  peculiar  so  far 
as  my  experience  goes. 

I  have  reserved  to  the  last  the  most  remarkable  peculiarity 
of  these  cases,  and  that  which  led  to  this  communication,  viz. 
the  detachment  of  the  retina.  It  might  have  been  expected 
that  the  detachment  was  under  the  circumstances  due  to 
haemorrhage  ;  but,  on  the  contrary,  the  colour  of  the  affected 
parts  was  always  pale,  and  the  effusion  was  clearly  serous. 
In  both  cases  it  commenced  in  the  southern  or  lower  seg- 
ment of  the  eye,  but  rapidly  extended  until  it  involved  the 
whole  periphery  except  the  top  or  upper  segment.  Both 
patients  being  blind  at  the  time,  the  detachment  manifested 
itself  by  no  fresh  symptom,  and  was  discovered  only  on 
ophthalmoscopic  examination.  It  is  further  to  be  noted  that 
in  the  second  case  the  detachment  occurred  in  one  eye  only,  viz. 
the  right,  but  in  the  first  case  it  affected  both  eyes  equally. 

Detachment  of  the  retina  in  granular  kidney  is  undoubt- 
edly a  very  rare  affection.     How  rare  it  is  quite  impossible  to 
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say,  but  my  own  experience  would  place  it  among  quite  the 
rarest  phenomena,  for  I  have  never  seen  it  before  out  of  a  very 
considerable  number  of  cases  of  granular  kidney ;  and  I  may 
add  that,  knowing  the  latency  of  the  eye  changes  in  the  disease, 
it  has  been  my  routine  practice  for  years  to  examine  the  eyes 
carefully  at  short  intervals  in  every  case  of  granular  kidney 
which  comes  under  my  observation,  so  that  I  do  not  think  I 
am  likely  to  have  overlooked  instances  of  it. 
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XVIII. — A  Novel  Form  of  Malingering  :  chronic  self- 
inflicted  ulceration  of  the  throat.  By  Felix  Semon, 
M.D.     Bead  Januanj  25,  1895. 

ON  May  11^  1893,  I  was  consulted  by  Miss  A.  C,  aet.  36,  a 
weakly  and  prematurely  old-looking  lady,  on  account  of 
"  ulcerated  tliroat."  The  patient's  report  of  her  illness,  which 
was  corroborated  by  her  mother  who  accompanied  her,  was 
rather  remarkable.  She  stated  that  she  had  been  suffering  for 
four  years  or  more  from  almost  constant  ulcerated  sore  throat, 
without  any  difficulty  in  breathing  and  swallowing,  and  without 
any  change  in  the  voice.  Her  medical  advisers,  of  whom 
during  the  course  of  her  illness  she  had  had  many,  appeared, 
according  to  the  description  of  the  patient  and  her  mother,  to 
have  all  thought  at  first  that  they  could  cure  her,  but  after 
some  time  had  all  declared  that  they  had  never  met  with  a 
similar  case,  and  could  do  nothing  for  the  patient.  One  of 
them  was  stated  to  have  treated  her  four  years  ago  with  mer- 
curial inunctions  to  such  an  extent  that  she  lost  all  her  teeth. 
The  condition  of  the  soft  palate,  and  to  a  minor  degree 
of  the  posterior  part  of  the  oro-pharynx,  was  such  as  I  have 
never  met  with  before  or  since.  The  mucous  membrane 
of  the  soft  palate,  the  uvula,  the  arches  of  the  palate,  the 
tonsils,  and  the  posterior  wall  of  the  pharynx  were  one  mass 
of  in  part  apparently  submucous  whitish  infiltration,  in  part 
ulceration.  In  other  parts  the  mucous  membrane  was  bright 
red,  again  in  others  denuded  of  epithelium ;  still  in  others 
whitish  shreds  were  seen,  which  in  some  patches  looked  like 
diphtheritic  false  membranes,  in  others  like  the  pricked  and 
collapsed  skins  of  blisters  ;  and  again  in  others  were  yellowish 
and  even  brownish  in  colour,  as  if  strong  nitric  acid  had 
been  applied  to  them.  From  the  confusing  picture  no  definite 
idea  could  be  gained  as  to  the  real  nature  of  the  disease, 
although  of  course  the  possibilities  of  syphilis  and  pemphigus 
suggested  themseves;  diphtheria,  even  in  its  chronic  form, 
being  excluded  by  the  enormously  long  duration  of  the  affec- 
tion. But  the  most  remarkable  thing  of  all  was  the  abrupt  ter- 
mination  of  the  affection  above  and  below  the  region  indicated. 
Neither  in  the  naso-pharyngeal  nor  in  the  oesophageal  cavity, 
nor  in  the  larynx  could  anything  pathological  be  detected. 
The  nose  and  the  eyes   were   quite  free^  and  on  the  skin 
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no  manifestations  of  disease  were  found,  although  the  patient 
stated  that  sometimes  immediately  after  her  bath  a  red  rash 
appeared  over  her  whole  body. 

I  left  the  diagnosis  in  suspense^  gave  the  patient  iodide  of 
potassium  internally,  forbade  local  applications  to  the  throat 
of  any  kind,  and  requested  her  to  see  me  again  in  a  fortnight's 
time. 

When  seen  on  May  25  the  patient  stated  that  her  throat 
was  much  better.  On  examination,  however,  the  condition 
was  in  its  general  aspect  similar  to  that  last  seen,  although 
the  details  had  considerably  altered.  Some  of  the  spots  on 
the  soft  palate  had  completely  healed,  there  were  some  new 
rather  deep  ulcerations  with  ragged  edges  on  the  posterior 
wall  of  the  pharynx,  and  some  shreds  had  disappeared  from 
spots  in  which  I  distinctly  remembered  they  had  been  present, 
whilst  fresh  ones  had  made  their  appearance  in  parts  in  which 
on  the  previous  occasion  merely  congestion  and  erosions  had 
been  observed.  The  most  characteristic  point  about  the  whole 
affection,  hoicever,  remained — its  abnipt  termination,  with 
almost  parallel  borders  both  above  and  below  tvhere  the  parts 
would  cease  to  be  accessible  to  the  patient  herself. 

On  my  observing  that  the  details  of  the  appearances  had 
much  changed,  the  mother  spontaneously  stated  that  such 
changes  frequently  occurred  from  twelve  hours  to  twelve 
hours. 

This  unsolicited  information  finally  changed  into  convic- 
tion the  suspicion  which  I  had  entertained  from  the  very 
first,  viz.  that  the  whole  affection  was  self-inflicted.  I  sent  the 
patient  out  of  the  room,  and  told  the  mother  that  I  felt  sure 
that  the  patient  had  throughout  artificially  produced  the 
ulcerations  herself  by  means  of  nitrate  of  silver,  or  some 
other  nitrate  compound.  This  statement,  which  I  was  afraid 
would  be  received  with  much  indignation,  met  with  a  very 
different  reception.  The  mother  was  not  at  all  surprised,  and 
on  the  contrary  told  me  that  years  ago  the  patient  had  arti- 
ficially blistered  her  breast,  and  also  at  one  time  blackened 
her  face  under  her  eyes  in  order  to  induce  sympathy.  Mrs. 
C.  also  now  stated  that  Mr.  Jonathan  Hutchinson,  who  had 
been  amongst  the  gentlemen  consulted,  had  become  con- 
vinced that  the  ulceration  of  the  throat  had  been  artificially 
produced. 

The  patient  having  been  called  in  again,  I  told  her  point- 
blank  that  I  was  convinced  that  the  throat  affection  had  been 
self-inflicted.     She  denied  the  fact,  but  certainly  not  with  the 
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surprise  and  indignation  a  person  unjustlyaccused  would  show. 
I  then  offered  to  take  her  for  one  week's  time  into  a  home, 
where  she  would  be  under  constant  supervision  day  and 
night,  and  that  if  at  the  end  of  that  time  the  ulceration  still 
existed,  I  was  ready  to  make  her  my  fullest  apology  for  the 
accusation.  She  refused  the  trial  under  the  pretence  that  her 
brother  was  expected  home  from  India,  but  the  mother 
promised  me  that  after  his  departure  she  would  do  her  best 
to  get  the  girl  to  consent  to  it. 

Needless  to  say,  I  heard  no  more,  and  as  I  was  much 
interested  in  the  case,  wrote  at  the  end  of  October  of  last 
year  to  the  mother,  and  inquired  what  had  become  of  the 
affection.  From  the  reply,  dated  November  2,  I  take  the 
following  sentences : 

''^I  wish  I  could  tell  you  that  the  mystery  about  my 
daughter's  throat  was  solved.  She  has  seen  Dr.  K.  (the 
usual  adviser  of  the  family)  once  since  she  consulted  you,  but 
I  was  not  with  her,  and  I  am  quite  sure  she  did  not  tell  him 
your  opinion.  The  throat  is  much  the  same,  and  varies  from 
day  to  day.  In  July  the  throat  and  lips  became  suddenly 
very  white,  and  fearing  diphtheria,  I  sent  for  Dr.  K.  He 
assured  me  it  had  been  caused  by  some  application,  probably 
nitrate  of  silver,  and  did  not  think  it  necessary  to  see  her 
again.     The  whiteness  soon  passed  off." 

This  is  the  last  I  have  heard  of  the  patient.  Mr. 
Hutchinson,  with  whom  I  had  the  opportunity  of  discussing 
the  case  on  a  subsequent  occasion,  informed  me  that  he  too 
had,  on  the  second  occasion  when  he  saw  her,  become  quite 
convinced  that  it  was  a  case  of  malingering.  Protean  as  the 
morbid  power  of  invention  of  such  patients  is  to  discover  new 
forms  of  suffering  for  themselves  in  order  to  attract  sympathy, 
and  to  baffle  the  skill  of  their  medical  advisers,  I  am  not 
aware  that  ever  the  throat  has  been  chosen  as  the  locality  for 
self-inflicted  injuries  for  that  purpose,  and  I  therefore  con- 
sider it  my  duty  to  place  this  case  on  record. 
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XIX. — Cases  illustrating  the  Association  of  Respiratory 
Paralysis  ivitli  Cardio-pulmonary  Symirtoms  in 
diphtheritic  multiple  paralysis.  By  William 
Pasteuk,  M.D."^     Read  January  25,  1895. 

I  PROPOSE  in  this  paper  to  dwell  more  especially  on  the 
nature  of  this  relationship  in  the  light  of  the  clinical  and 
post-mortem  evidence  afforded  by  32  cases  which  have  come 
under  my  notice  since  the  beginning  of  1886.  During  this 
period  64  cases  (approximately)  of  diphtheritic  paralysis  have 
been  treated  in  the  wards  of  the  North-Eastern  Hospital  for 
Children^  Hackney.  In  20  of  these,  serious  cardio-pulmonary 
symptoms  or  "  crises  "  occurred,  and  were  associated  in  no 
less  than  17  of  them  with  paralysis  of  the  diaphragm. 

To  these  20  cases  I  have  added,  for  the  purposes  of  the 
present  inquiry,  every  other  case  in  which  there  were  unequi- 
vocal signs  of  paralysis  of  the  diaphragm  or  other  muscles  of 
respiration,  making  32  in  all. 

With  one  single  exception t  this  series  includes  every  fatal 
case  of  this  disease  treated  in  the  hospital  during  the  period 
under  review.  I  may  add  that  eight  other  cases  have  been 
excluded  which  presented  only  an  incomplete  and  very 
transient  paresis  of  the  diaphragm. 

In  a  paper  published  in  1890t  I  drew  attention  to  the 
remarkable  effects  on  the  lungs  of  paralysis  of  the  chest-walls 
or  diaphragm,  and  suggested  that  the  lung  condition  so  in- 
duced might  in  some  cases  be  a  factor  of  importance  in  the 
production  of  asphyxial  symptoms. 

In  the  following  year  Dr.  Leonard  Guthrie  §  communicated 
an  interesting  paper  to  the  Lancet,  in  which  he  also  referred 
to  the  occurrence  of  diaphragmatic  paralysis  in  what  he  has 
aptly  named  the  "  bulbar  crises  of  diphtheritic  paralysis.'^ 

Clinically  there  is  a  very  striking  family  resemblance 
between  severe  cases  of  diphtheritic  multiple  paralysis. 

The  patients  usually  present  few  if  any  signs  of  distress 

*  My  best  tbanks  are  due  to  my  colleagues  at  the  North-Eastern  Children's 
Hospital,  and  to  Dr.  Sidney  Coupland,  for  their  kindness  in  allowing  me  to 
examine  patients  under  their  care,  and  to  make  use  of  their  case-notes. 

t  This  case  was  left  out  of  consideration  on  account  of  the  fragmentary  and 
unreliable  nature  of  the  notes. 

J  International  Journal  of  the  Medical  Sciences,  September,  1890. 

§  Lancet,  vol.  i,  1891. 
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as  they  lie  in  bed,  for  the  most  part  on  their  back.  The 
breathing  is  quiet  and  sometimes  rather  slow ;  it  may  have  a 
sighing  character,  but  is  rarely  laboured.  The  face  is  pale, 
at  times  a  trifle  dusky,  and  one  is  forcibly  struck  by  the  list- 
less or  apathetic  condition  of  the  patients.  They  instinctively 
shun  any  kind  of  exertion.  They  are  with  difiiculty  induced 
to  speak,  and  then  only  in  a  hoarse  whisper.  Some  of  them 
will  only  nod  in  answer  to  questions. 

I  do  not  remember  ever  to  have  heard  one  cry.  They  are 
generally  fairly  well  nourished,  and  take  food  readily,  but  the 
swallowing  of  liquids  is  often  the  cause  of  a  good  deal  of 
spluttering  and  regurgitation  through  the  nose,  owing  to 
paralysis  of  the  palatal  muscles. 

Laryngeal  paralysis  is  generally  present,  and  is  mainly 
responsible  for  the  huskiness  or  aphonia,  and  in  part  for  the 
non-explosive  nature  of  the  cough  from  which  most  of  these 
children  suffer.  There  is  always  more  or  less  paralysis  of  the 
extremities,  and  may  be  of  the  trunk  and  neck  muscles.  The 
knee-jerks  are  always  absent.  Paralysis  of  accommodation 
and  of  the  ocular  muscles  occurs  in  some  of  the  cases.  On 
the  other  hand,  paralysis  of  the  palate  with  characteristic 
alteration  of  voice  is  always  present.  Weak  action  of  the 
diaphragm  is  also  not  uncommon.  Evidence  of  this  is  to  be 
found  in  the  extreme  feebleness  or  cessation  of  respiratory 
movements  at  the  epigastrium,  and  in  the  non-explosive  and 
ineffectual  character  of  the  cough. 

Some  patients  who  present  all  these  symptoms  may,  after 
a  variable  period,  make  a  complete  and  uneventful  recovery, 
but  in  my  experience  they  are  specially  liable  to  grave  cardio- 
pulmonary disturbance,  of  which  the  following  case  is  a  good 
example. 

Alice  T.,  aet.  3  years  10  months,  admitted  October  17. 
Diphtheria  six  weeks  ago.  "Voix  nasillarde"  one  week. 
Difficulty  in  walking  four  days.  Regurgitation  of  liquids  on 
attempting  to  swallow. 

State  on  admission. — Fairly  nourished.  Sallow  and  rather 
pale.  Tongue  furred.  Lies  quite  quiet  in  bed.  Some  inco- 
ordination of  arm  movement.  Cannot  stand  without  support. 
Marked  ataxia  of  legs.  Pupils  equal,  no  ocular  paralysis. 
Knee-jerks  absent;  respiration  natural.  Diaphragm  acting 
normally. 

October  24. — Xot  so  well ;  pulse  regular. 

October  25. — Immediately  after  tube-feeding  she  vomited 
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and  became  much  cyanosed.  Vomiting  recurred  several 
times.  There  is  vei-y  little  movement  at  the  epio^astrium. 
Respiration  is  chiefly  thoracic.     Nutrient  enemas  ordered. 

October  20. — Tnbe-feeding  again  attempted^  but  aban- 
doned on  account  of  the  sickness  it  induced. 

October  28. — Tube  tolerated  to-day. 

October  31. — Very  quiet.  Breathing  mainly  thoracic. 
Diaphragm  still  contracting  feebly ;  heart  regular. 

November  2. — Became  very  restless  an  hour  after  food. 
Vomited  and  became  cyanosed.  Attack  passed  off  during  the 
day. 

November  3. — Restless  night.  Pale  and  rather  dusky  this 
morning.  Pulse  feeble  ;  respiration  entirely  thoracic.  Epi- 
gastrium "  much  drawn  in  "  during  inspiration.  At  midnight 
patient  suddenly  became  blue  and  cold.  There  was  urgent 
dyspnoea  with  inspiratory  recession  at  the  epigastrium,  and 
increased  movement  of  the  lower  ribs  on  both  sides.  Condi- 
tion and  colour  improved  after  artificial  respiration  (con- 
tinued for  ten  minutes).  At  6  a.m.  the  child  was  again  seized 
in  the  same  way ;  she  rallied  momentarily  after  brandy  and 
artificial  respiration,  but  sank  within  two  hours.  The  post- 
mortem appearances  will  be  dealt  with  subsequently. 

It  w411  be  noted  that  clinically  the  symptoms,  whatever 
name  we  may  give  them,  are  in  the  main  those  of  asphyxia, 
and  it  will  be  found  that  in  fatal  cases  the  ordinary  signs  of 
asphyxia  are  usually  present. 

It  is  essentially  in  ''  bad  "  cases  of  multiple  paralysis  that 
these  accidents  are  to  be  apprehended,  so  that  a  very  general 
extension  of  paralysis,  and  more  particularly  extreme  listless- 
ness  and  apathy  and  tendency  to  sighing  respiration^  are 
ominous  symptoms. 

The  analysis  of  these  32  cases  yields  the  following  results : 

1.  Age. — Under  one  year,  1  case  (aged  nine  months);  one 
to  two  years,  1  case;  two  to  three  years,  4  cases;  three  to 
four  years,  6  cases ;  four  to  five  years,  9  cases ;  five  to 
six  years,  7  cases ;  six  to  seven  years,  2  cases ;  eight  to  nine 
years,  2  cases.  Twenty-six  out  of  32  cases  occui^red  between 
the  ages  of  two  and  six  years. 

2.  History  of  previous  attack  of  diphtheria. — In  one  instance 
only  was  there  no  evidence  whatever  of  a  previous  illness.  In 
5  cases  the  nature  of  the  previous  illness  was  rather  indefinite. 
lu  the  26  remaining  cases  the  evidence  of  a  previous  attack 
of  diphtheria  was  quite  adequate. 

3.  Period  of  paralysis  at  which  cardio-puhnonary  symptoms 
VOL.  xxviii.  8 
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supervened. — First  week,  3  cases,  all  fatal ;  second  week,  13 
cases,  seveu  died  ;  third  week,  5  cases,  three  died ;  fourth 
week,  5  cases,  two  died ;  fifth  week,  5  cases,  three  fatal ; 
doubtful,  1  case,  fatal. 

4.  Vomiting. — This  occurred  in  9  of  the  19  fatal  cases, 
and  in  4  others.  In  six  instances  it  immediately  followed 
tube-feeding  or  medicine;  in  the  others  no  determining  cause 
was  apparent. 

This  symptom  was  almost  invariably  associated  with  an 
attack  of  sudden  dyspnoea  or  crisis.  Dr.  Leonard  Guthrie 
observed  it  in  every  one  of  his  cases,  and  lays  some  stress 
upon  it.     In  my  opinion  vomiting  is  of  bad  augury. 

Paralysis  of  diaphragvi. — This  occurred  in  28  cases,  of 
which  fifteen  ended  in  death,  twelve  recovered,  and  one  was 
lost  sight  of.  In  the  four  remaining  cases,  which  all  ended 
fatally,  the  cause  of  death  was  primarily  failure  of  the  circula- 
tion. 

The  duration  of  the  paralysis  was,  as  a  rule,  much  shorter 
in  the  fatal  cases  than  in  those  which  recovered. 

In  four  of  these  cases  (Nos.  4,  6,  14,  and  16)  the  inter- 
costal muscles  were  affected  as  well  as  the  diaphragm.  These 
cases  were  of  special  interest  on  account  of  the  remarkable 
lung  signs  observed,  which  simulated  organic  disease  (con- 
solidation) of  these  organs.*  In  two  of  them  the  right  inter- 
costals  were  alone  affected,  in  one  the  left  only,  and  in  the 
fourth  the  lower  ribs  were  involved  on  both  sides.  It  is  note- 
worthy that  these  four  patients  all  recovered  in  spite  of  the 
extent  of  the  respiratory  paralysis.  This  is  probably  because 
they  were  all  instances  of  peripheral  affection  of  the  phrenic 
and  intercostal  nerves,  whereas  the  grouping  of  symptoms  in 
most  of  the  fatal  cases  is  strongly  suggestive  of  affection  of  the 
phrenic  nerves  at  or  close  to  their  nuclear  origin  (bulbar  crisis). 

The  degree  of  diaphragmatic  paralysis  varied  considerably, 
but  in  every  case  at  one  time  or  other  definite  reversal  of  the 
respiratory  movements  at  the  epigasti-ium  was  observed.  In 
some  instances  this  was  preceded  for  a  day  or  two  by  costal 
breathing  and  cessation  of  movement  at  the  epigastrium. 

It  will  have  been  noted  that  with  three  exceptions  (Nos. 
19,  28,  and  29)  the  diaphragm  became  paralysed  in  every 
fatal  case. 

6.  Increased  movement  of  loiver  rihs. — In  fourteen  cases 

*  An  alto{?ether  parallel  case  was  communicated  to  the  Clinical  Society  of 
Loudon  in  1876  by  Dr.  Pearson  Irvine,  under  the  suggestive  title  of  "A  Case 
of  Diphtheritic  Paralysis  simulating  Extensive  Lung  Disease." 
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this  phenomenon  accompanied  the  onset  of  diaphragmatic 
paralysis.*  It  is  a  confirmatory  sign  of  some  value,  and  from 
its  early  occurrence  may  afford  timely  warning  of  impending 
danger. 

7.  Nature  of  the  "  crises." — These  are  for  the  most  part 
alarmingly  sudden  in  onset.  The  dominant  symptoms  are 
those  of  asphyxia  from  failure  of  respiration  and  circulation. 
There  is  urgent  dyspnoea  with  cyanosis  or  dusky  pallor,  and 
extreme  restlessness.  The  surface  and  extremities  become 
cold  and  clammy,  or  bedewed  with  sweat.  Respiration  is 
laboured,  inspiration  short  and  forcible,  or  gasping,  or 
sighing,  and  expiration  is  often  feeble.  The  signs  of  dia- 
phragmatic paralysis  are  usually  well  marked.  Mucus  rapidly 
accumulates  in  the  air-passages,  and  the  lungs  quickly  become 
cedematous.  Rhonchi  and  rales  of  varying  size  are  usually  to 
be  heard,  especially  over  the  bases.  In  some  cases  impaired 
percussion  resonance  and  weak  tubular  breathing  suggest  the 
presence  of  extensive  collapse  of  the  lung.  A  crisis  is  often 
attended  by  a  transient  rise  of  temperature,  which  may  range 
from  one  to  thi-ee,  or  even  four  degrees  Fahrenheit. 

Vomiting  occurs  in  some  cases,  and  may  be  a  distressing 
symptom. 

The  paralytic  symptoms  are,  as  a  rule,  distinctly  aggra- 
vated during  the  paroxysm. 

The  condition  of  the  heart  and  pulse  is  variable.  The 
pulse-rate  is  almost  always  raised  to  120,  often  much  higher, 
and  the  arterial  tension  lowered.  In  some  cases  the  pulse  at 
the  wrist  is  thready  and  barely  perceptible.  Irregularity  is  a 
common  but  not  a  constant  feature.  It  may  precede  a  crisis 
and  disappear  with  its  onset,  or  become  aggravated  during  the 
paroxysm.  In  one  or  two  instances  the  pulse-rate  rose  per- 
ceptibly on  the  occurrence  of  respiratory  paralysis,  but  was 
not  appreciably  modified  during  a  subsequent  crisis. 

Duration  and  severity. — A  crisis  may  last  a  few  minutes, 
or  be  prolonged  over  two  or  three  days  with  periods  of  re- 
mission. It  may  consist  of  a  transient  attack  of  dyspuoea 
with  duskiness  of  face  and  extremities,  or  take  the  form  of  an 
acute  suffocative  dyspnoea  with  profound  general  collapse, 
and  a  rapidly  fatal  issue.  Between  these  extremes  every 
variety  and  combination  may  be  met  with. 

8.  Relation  of  resjjivatory  'paralysis  to  aspliyxial  crises. — 
Paralysis  of  the  diaphragm  is  met  with  in  these  cases  under 

*  The  diagnosis  of  paralysis  of  the  diaphragm  in  these  cases  and  tlie  value  of 
this  sign  are  fully  discussed  elsewhere,  loc.  cit. 
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two  different  forms,  wliicli  are  determined,  I  believe,  by  the 
implication  of  the  nuclei  and  the  periphery  of  the  phrenic 
nerves  respectively.  It  may  occur  (1)  acutely,  as  part  of  a 
bulbar  crisis,  or  (2)  in  a  more  insidious  form,  without  other 
obvious  symptoms  at  the  time  of  onset. 

There  were  seventeen  cases  of  this  latter  type,  in  seven  of 
which  "  crises  "  subsequently  occurred.  In  the  remaining  ten 
cases  the  paralysis  of  the  diaphragm  passed  off  after  a 
variable  interval  without. further  complications. 

In  the  paper  already  alluded  to  I  suggested  in  relation  to 
them  that  the  loss  of  function  in  the  area  of  lung  in  contact 
with  a  paralysed  chest-wall  or  diaphragm,  by  embarrassing 
the  pulmonary  circulation,  as  well  as  through  its  direct  effect 
on  oxygenation,  might  supply  a  sufificient  cause  of  asphyxial 
symptoms,  even  apart  from  any  direct  effect  on  the  heart. 

With  the  evidence  now  available  it  seems  doubtful 
whether  extensive  pulmonary  collapse  2?er  se  can  be  held 
capable  of  determining  acute  asphyxial  symptoms  such  as 
occur  during  a  well-marked  crisis.  It  is  evident  from  what 
has  been  said  in  reference  to  the  four  cases  simulating  lung 
disease  that  very  extensive  and  complete  pulmonary  collapse 
is  no  bar  to  ultimate  recovery.  On  the  other  hand,  it  is 
found  post  mortem  that  the  extent  and  degree  of  collapse 
appear  to  vary  directly  with  the  completeness  and  duration 
of  the  paralysis  of  the  diaphragm.  This,  however,  is 
admittedly  not  an  argument  in  favour  of  the  view  that  the 
lung  condition  may  predispose  to  or  determine  a  "crisis." 
That  it  does  seriously  hamper  the  heart's  action,  and  may 
help  to  determine  an  attack  of  heart  failure,  is  highly  probable, 
but  with  regard  to  the  acute  crises  I  incline  to  the  view  that 
they  are  probably  of  central  origin. 

9.  Mortality. — Of  the  32  cases  in  the  series,  19  died, 
giving  a.  percentage  mortality  of  59'3,  whilst  the  mortality  for 
the  whole  number  of  cases  under  treatment  (64)  during  the 
period  under  review  is  29'6  per  cent.  The  mortality  for  the 
17  cases  in  which  the  onset  of  diaphragmatic  paralysis  was 
insidious  is  41-1  per  cent.  (7  out  of  17).  The  mortality 
among  the  cases  in  which  crises  occurred  was  very  high 
indeed,  75*4  per  cent.  (17  out  of  22).  Of  the  5  cases  that 
recovered,  the  crises  were  severe  in  2,  slight  in  the  other  3. 

A  mortality  of  close  on  30  per  cent.,  even  for  hospital 
cases,  is  probably  considerably  above  the  average,  and  it 
should  be  borne  in  mind  that  the  hospital  in  which  these 
observations  were  made  is  situated  in  the  centre  of  a  district 
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where  diphtheria  of  a  severe  type  has  been  prevalent  for 
several  years.  Still,  making  due  allowance  for  this  fact,  and 
for  the  limited  number  of  cases  here  available  for  statistical 
purposes,  the  figures  would  seem  to  show  that  current  medical 
opinion  understates  the  fatality  of  this  disease. 

Post-mortem  appearances. — An  autopsy  was  performed  in 
eight  cases.  The  organs  of  circulation  exhibited  for  the  most 
part  the  usual  sigus  of  asphyxia,  i.e.  more  or  less  distension 
of  the  right  heart  with  dark  fluid  blood  and  black  clot,  and 
fulness  of  the  large  veins.  The  lungs  require  a  somewhat 
more  detailed  consideration. 

Case  3. — Henry  H.  The  diaphragm  had  been  paralysed 
for  six  or  seven  days,  and  there  had  been  two  severe  crises, 
the  second  of  which  proved  fatal,  with  signs  of  asphyxia  and 
heart  failure  combined. 

Autopsy. — Right  lung  :  lower  lobe  of  a  deep  blue  colour, 
entirely  devoid  of  air.  The  lung  does  not  crepitate,  and  is 
soft  and  unduly  wet.  On  section  a  few  small  patches  of 
broncho-pneumonia  are  exposed.  There  is  recent  pneumonia 
towards  the  back  of  the  right  upper  lobe.  The  remainder  of 
the  right  lung  is  crepitant  and  oedematous.  Left  lung  :  the 
lower  lobe  is  affected  like  the  right,  though  in  a  less  degree ; 
the  apex  is  oedematous.     Other  organs  healthy. 

Case  8. — William  M.  was  admitted  with  paralysis  of  the 
diaphragm,  and  died  four  days  later  from  gradually  increasing 
asphyxia,  without  having  had  any  definite  crisis. 

Autopsy. — There  were  patchy  areas  of  collapse  over  both 
lungs  with  general  dilatation  of  the  bronchi,  which  exuded 
pus  on  pressure.     There  was  some  interstitial  emphysema. 

Case  12. — Alfred  E.  was  admitted  with  marked  paralysis 
of  diaphragm,  and  died  on  the  seventh  day  with  signs  of 
general  bronchitis  and  asphyxia,  without  definite  crisis. 

Autopsy.  — 'R\^\\i  lung:  marked  collapse  of  the  posterior 
portion  of  the  lung,  more  especially  of  the  lower  lobe,  which 
is  affected  almost  in  its  entirety.  Pieces  of  the  collapsed  lung 
sink  in  water.  Left  lung :  this  is  affected  in  a  precisely 
similar  manner. 

Case  18. — Alice  T.     Described  above. 
Autopsy. — Right  base  deep  purple  and  quite  airless,  sinks 
entire  in  water.     Bronchi  quite  clear.     Numerous  scattered 
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areas   of   collapse   in  left  lung,   some   of   considerable  size. 
Some  broncho-pneumonia. 

Case  20. — Marie  V.  The  diaphragm  became  gradually- 
paralysed  about  ten  days  before  death,  which  occurred  after 
a  severe  crisis  of  three  hours'  duration. 

Autopsy. — Both  lungs  very  oedematous.  Lower  lobe  of 
right  lung  of  a  deep  purple  colour,  tough  and  airless; 
sinks  in  water.  Lower  lobe  of  left  lung  partly  collapsed. 
Emphysema  of  both  upper  lobes. 

Case  27. — Annie  E.  The  diaphragm  became  gradually 
paralysed  four  days  before  death,  which  took  place  after  a 
severe  crisis  of  three  hours'  duration. 

Autopsy. — Right  lung  :  complete  collapse  of  upper  lobe 
with  the  exception  of  a  small  area  at  the  extreme  apex. 
Middle  lobe  natural.  Lower  lobe  entirely  collapsed,  and  of  a 
uniform  deep  purple  colour.  Left  lower  lobe  extensively  but 
not  completely  collapsed ;  some  crepitation  can  be  felt  on 
pressure. 

Case  28. — Edward  B.  was  admitted  during  a  crisis,  from 
which  he  did  not  rally.     There  was  no  respii-atory  paralysis. 

Autopsy. — There  were  marked  evidences  of  asphyxia  in 
the  heart  and  large  veins.  The  lungs  were  oedematous  and 
engorged  with  dark  blood.  There  was  no  collapse.  The 
spleen,  liver,  and  kidneys  were  deeply  congested. 

Case  31. — David  E.  The  diaphragm  was  paralysed  a  few 
hours  before  the  occurrence  of  the  first  crisis.  The  signs 
were  unequivocal  throughout  the  crisis,  but  the  muscle  re- 
covered some  power  on  the  following  day,  and  the  paralysis 
did  not  recur  during  the  final  crisis,  which  was  characterised 
by  cyanosis  and  rapid  heart  failure. 

Autopsy. — Emphysema  of  upper  lobes,  and  small  patches 
of  collapse  on  the  backs  of  both  lungs.  Condition  of  heart 
not  noted. 

Before  summarising  these  results  the  case  of  William  M., 
whose  death  was  mainly  due  to  purulent  bronchitis,  may  be 
put  on  one  side.  Clinically,  too,  this  case  differed  somewhat 
from  the  paralytic  cases. 

Seven  cases  remain  for  consideration.  In  one  of  these 
(Xo.  28)  no  evidence  of  respiratory  paralysis  could  be  found 


Dr.  Pasteur's  Cases  of  Respiratory  Paralysis.         119 

during  life,  and  in  another  (No.  31)  the  paralysis  of  the  dia- 
phragm, though  unequivocal,  was  of  very  short  duration.  In 
the  first  of  these  two  cases  there  was  no  trace  of  pulmonary 
collapse,  and  in  the  second  only  a  few  small  patches  along  the 
posterior  borders. 

In  the  five  remaining  cases  there  had  been  paralysis  of  the 
diaphragm  of  some  duration  (two  to  four  days  at  least),  and 
in  every  one  of  these  the  lungs  were  profoundly  affected. 

In  four  the  collapse  of  the  right  base  was  "  complete ;''  in 
the  fifth  it  was  '' almost  complete."  In  every  case  the  right 
lung  was  affected  more  than  the  left.  There  were  no  pleural 
adhesions,  pleural  effusion,  or  obstruction  of  the  trachea  or 
bronchi  in  any  of  the  cases. 

It  cannot  be  doubted,  I  think,  that  the  state  of  the  lungs 
is  the  direct  result  of  the  paralysis.  The  varying  relation  to 
the  degree  and  duration  of  paralysis  points  strongly  to  this 
conclusion,  which  is  further  strengthened  by  the  signs  of 
consolidation  of  lung  observed  in  the  cases  simulating 
lung  disease. 

Further,  the  fact  that  the  lung  signs  always  occur  in  that 
portion  of  the  organs  which  is  in  immediate  relation  to  the 
paralysed  chest-wall,  and  apparently  in  no  other,  makes  it 
difficult,  if  not  impossible,  to  accept  the  view  that  they  are  in 
any  measure  due  to  paralysis  of  the  bronchial  muscles. 

But  although  immobility  of  the  chest-walls  is  well  known 
to  be  an  efficient  cause  of  collapse  of  lung,  the  wholesale  way 
in  which  this  occurs  in  these  cases  has  always  struck  me  as 
being  very  remarkable.  I  know  of  no  condition — unless  it  be 
a  very  large  pleural  effusion — which  will  empty  a  lung  of  air 
as  completely  as  this. 

The  greater  vulnerability  of  the  right  base  is  somewhat 
perplexing ;  it  may  possibly  be  due  to  the  different  anatomical 
relations  of  the  pulmonary  bases  to  the  diaphragm  and  sub- 
jacent viscera. 

In  conclusion  the  more  salient  points  touched  upon  may 
be  summarised  as  follows  : 

1.  That  the  mortality  in  diphtheritic  multiple  paralysis  is 
probably  higher  than  current  opinion  would  lead  one  to 
suppose. 

2.  That  death  takes  place  by  asphyxia. 

3.  That  the  fatal  symptoms  are  in  the  large  majority  of 
cases  of  sudden  onset,  and  suggest  a  central  origin. 

4.  That  recovery  from  a  "  bulbar  crisis  "  is  exceptional. 

5.  That  paralysis  of  the  diaphragm  is  comparatively  fre- 
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queut,  and  may  occur  either  acutely  duriug  a  bulbar  crisis,  or 
may  develop  insidiously  as  part  of  the  peripheral  paralysis. 

G.  That  the  supervention  of  respiratory  paralysis  very 
seriously  increases  the  gravity  of  the  prognosis. 

7.  That  -whenever  paralysis  of  the  diaphragm  or  other 
part  of  the  chest-wall  is  long  continued  (two  or  more  days), 
collapse  of  the  adjacent  portion  of  lung  is  very  liable  to  occur, 
and  may  give  rise  to  definite  physical  signs. 

8.  That  the  base  of  the  right  lung  appears  more  liable  to 
be  affected  in  this  way  than  the  left. 

I  append  below  a  very  brief  summary  of  the  cases  on 
which  the  foregoing  analysis  is  based. 

Case  1.— H.  D.,  ait.  5  (F.),  admitted  April  19,  1889.  Died.  Diph- 
theria  two  months  ago.  Kasal  twang  one  month.  "Weakness  of  legs  three 
•weeks.  Regurgitation  of  fluids  through  nose  three  days,  with  loss  of  power 
to  cough. 

April  19. — Dull  and  drowsy.     No  dyspnoea.     Voice  weak  and  nasal. 

April  20. — Diaphragm  paralysed.  Numerous  moist  rales  over  lungs. 
Heart  weak,  irregular,  intermittent ;  pulse  140.  Vomited  three  times. 
Paralysis  of  palate  and  right  external  rectus  oculi. 

April  21. — Pulse  better.  Diaphragm  still  paralysed ;  lungs  full  of 
mucus.  Unable  to  swallow.  At  1  p.m.  became  very  restless  and  fainted  ; 
recovered  on  being  inverted.     Vomited  three  times. 

April  22. — Voice  stronger;  sick  four  times.  Very  quiet  to-day.  At 
8  P.M.  became  suddenly  restless  and  livid  ;  condition  did  not  yield  to  treat- 
ment, and  death  occurred  at  the  end  of  a  few  hours.     No  post-mortem. 

Case  2. — H.  B.,  £et.  3  (M.),  admitted  June  4,  1888,  removed  by  parents. 
No  history  of  previous  diphtheria.  Ineffectual  cough  fourteen  days.  Nasal 
twang  noticed  one  week. 

June  4. — Characteristic,  weak,  ineffectual  cough.  Breathing  almost 
entirely  thoracic,  hardly  any  movement  at  epigastrium.  No  dyspnoea  ; 
sonorous  and  sibilant  rhonchi  over  chest  ;  pulse  120.  Heart  acting  weakly. 
Palate  paralysed.     Knee-jerks  absent.     Swallows  without  difficulty. 

June  6. — Decidedly  weaker ;  the  diaphragm  is  completely  paralysed. 

Note. — His  mother  states  that  after  removal  from  hospital  tlie  child 
slowly  recovered  at  the  end  of  two  months.  During  this  period  he  remained 
very  pale,  and  his  cough  was  noiseless,  but  there  was  never  any  difficulty  in 
swallowing. 

Case  3.— H.  H.,  tet.  4  (M.),  admitted  August  28,  1888.  Died.  Acute 
throat  affection  six  weeks  ago  with  discharge  of  "  blood  and  matter"  from 
mouth.  Acute  abscess  of  tonsil  one  month  ago,  followed  by  stomatitis. 
Nasal  twang  noticed  on  August  17.     Weakness  of  limbs  since  August  20. 

August  28. — Marked  anannia  and  great  general  weakness.  Heart  irre- 
gular and  intermittent.  Pulse  120  ;  respiration  quiet,  16  perminute.  Knee- 
jerks  absent,  superficial  reflexes  present.  Urine  removed  by  catheter, 
normal. 
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August  30, — Heart  irregular  and  tumultuous  last  night.  Breathing 
deep,  rather  slow,  entirely  thoracic  ;  epigastric  recession  during  inspiratiouj 
no  movement  of  viscera  discernible  ;  paralysis  of  diaphragm  apparently  com- 
plete.    Heart  rapid,  regular,  sounds  sharp. 

August  31. — Very  restless  night;  laboured  breathing  with  some  cyanosis. 
Pulse  very  small,  too  rapid  to  count.  Urine  contains  much  albumen  and 
urates ;  no  casts.  Later. — Pulse  204 ;  air  enters  well  into  upper  part  of 
lungs,  but  feebly  at  bases  and  along  anterior  margins.     No  rales. 

September  3. — Looks  better ;  pulse  has  fallen  to  138,  fair  tension. 
Breathing  still  costal;  resp.  36.  Epigastrium  still  falls  in  during  inspira- 
tion. Paralysis  of  limbs  very  marked.  Is  unable  to  cough.  Loss  of  control 
over  bladder.     Temperature  below  100°. 

September  4. — Temperature  last  evening  100'6°  ;  at  4  P.M.  patient  sud- 
denly became  very  pale  and  anxious,  respiration  became  rapid  and  laboured, 
and  the  pulse  irregular  (^144).  At  the  same  time  the  epigastric  recession 
became  more  marked  than  hitherto.  Condition  improved  after  a  few  hours, 
but  heart  continues  irregular. 

September  5. — Temperature  rose  to  103'  this  evening,  and  signs  of  con- 
solidation at  right  base  were  made  out  (fine  crepitations).  Very  restless  ; 
pulse  16S,  resp.  60. 

September  6. — Increasing  dyspnoea  and  loss  of  strength  since  yesterday. 
Death  by  asphyxia. 

Post-mortem  examination. — Heart  uncovered.  Eight  lung  :  lower  lobe 
of  deep  blue  colour,  entirely  devoid  of  air.  Xo  adhesions.  Does  not  crepi- 
tate on  section.  Xumerous  patches  of  broncho-pneumonia  scattered 
through  the  collapsed  lung  tissue.  Lung  unduly  soft  and  wet.  Recent  pneu- 
monia of  posterior  portion  of  upper  lobe,  remainder  of  right  lung  crepitant 
and  cedematous. 

Left  lung  :  lower  lobe  aSected  in  same  manner  as  right,  though  in  a 
less  extreme  degree.  Upper  lobe  cedematous.  Heart  muscle  firm  and  pale. 
Other  organs  look  healthy. 

Case  4.— W.  B.,  set.  4i  (M.),  admitted  September  11,  1888.  Recovered. 
Diphtheria  six  weeks  ago.  Regurgitation  through  nose  three  weeks. 
Weakness  of  lears  four  days. 

September  VI. — Pale,  quiet,  general  muscular  weakness ;  ataxic  tottering 
gait.  Paralysis  of  palate,  nasal  voice  ;  knee-jerks  absent,  superficial  reflexes 
present ;  urine  normal  ;  respiration  normal,  diaphragm  acting  well  ;  lungs 
healthy. 

September  14. — Pulse  120,  some  irregularity,  resp.  18,  sighing  in 
character  ;  slight  difficulty  in  swallowing,  followed  by  cough.  Some  increase 
in  movement  of  lower  ribs,  and  some  diminution  of  the  normal  movements 
at  epigastrium. 

September  17. — Slight  impairment  of  resonance  over  both  bases  with 
scanty  mucous  rales.     Pulse  as  above. 

September  24. — Excui-sion  of  lower  ribs  much  increased.  No  movements 
of  abdominal  viscera  at  epigastrium  ;  diaphragm  seems  to  be  quite  inactive. 
Temperature  about  99°  ;  definite  signs  of  consolidation  (.^  collapse)  of  right 
base  without  rales,  except  on  deep  breathing.  Frequent  sickness,  especially 
after  brandy. 

September  2-5. — No  movement  at  epigastrium.  Tympanitic  note  as  high 
as  sixth  rib  in  right  nipple  line.  Lung  note  down  to  fourth  rib  ;  breathing 
very  weak  ;  coug^h  non-explosive. 

September  28. — Condition  the  same ;  profoundly   anaemic.     Breathing 
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essentially  upper  costal;  some  recovery  of  power  in  cough  ;  no  more  regur- 
gitation ;  physical  signs  still  present  at  right  base  ;  temperature  about  99°. 

October  1. — Distinct  respiratory  movements  at  epigastrium,  which  coin- 
cide with  a  general  amelioration  of  symptoms.  Signs  much  less  at  right 
base,  where  air  now  enters  well.  Convalescence  was  uninterrupted  from  this 
time. 

Treatment. — Artificial  respiration  several  times  a  day. 

Case  o.— A.  B.,  ajt.  4  (M.),  admitted  December  18,  1888.  Died.  Sore 
throat  five  weeks  ago ;  in  bed  a  fortnight  ;  weakness  of  limbs  five  days. 
Nasal  voice  two  days.  Weakness  increased  steadily  during  first  five  days  in 
hospital  without  salient  symptoms. 

December  17. — Extreme  weakness;  diaphragm  acting  feebly,  but  not 
paralysed;  cough  explosive;  temperature  subnormal;  pulse  144,  regular, 
rather  feeble.     Some  mucous  rales  over  both  backs. 

December  18. — Slight  percussion  dulness  over  left  base  ;  diaphragm 
still  acting,  though  feebly.  Towards  evening  patient  turned  very  blue.  On 
examination  the  diaphragm  was  found  to  be  paralysed,  with  reversal  of  re- 
spiratory movements  at  epigastrium.  Pulse  weaker  and  more  frequent,  tem- 
perature 100° ;  signs  of  consolidation  in  left  axillary  region.  Child  died  a 
few  hours  later,  temperature  falling  before  death  to  97°.     No  post-mortem. 

Case  6.— J.  H.,  set.  6  (M.),  admitted  March  11,  1889.  Recovered. 
Diphtheria  five  weeks  ago.  Tottering  gait  and  wasting  one  week.  Regur- 
gitation through  nose  three  days. 

March  11. — Anajmic,  cannot  stand  alone;  knee-jerks  absent ;  superficial 
reflexes  present.  Lower  ribs  act  vigorously,  and  abdominal  wall  falls  in 
during  inspiration.  Voice  somewhat  nasal,  fairly  strong  cough.  Some 
difficulty  in  swallowing.  A  few  large  moist  rales  over  left  back  ;  pulse  120, 
regular  ;  temperature  up  to  90°. 

March  15. — Last  evening  pulse  became  irregular  and  intermittent. 

March  16. — Sick  directly  after  tube-feeding,  and  began  to  gasp  for 
breath  and  became  blue  with  failing  pulse.  Recovered  after  two  or  three 
hours,  during  which  stimulants  and  artificial  respiration  were  freely  resorted 
to.     Temperature  rose  to  99"6°. 

March  17. — Temperature  normal.  No  sickness.  Moist  rales  over  both 
bases. 

March  18. — Voice  and  cough  weaker.  Movement  of  right  half  of  chest 
just  appreciable,  breathing  barely  audible  at  right  base. 

March  19. — Paresis  of  both  external  recti. 

March  20. — Right  internal  rectus  affected.  A  little  sick  tliis  morning. 
Patch  of  bronchial  breathing  in  right  axilla,  with  faint  bronchial  breathing 
over  remainder  of  right  base.  Evening  temperature  yesterday  100°, 
to-day  99-4°. 

March  22. — Decided  improvement  in  general  condition.  Tube-feeding 
omitted.  Well-marked  signs  of  consolidation  (dulness  and  bronchial  breath- 
ing) at  left  base.  Breath-sounds  somewhat  bronchial  at  left  apes  below 
clavicle.     Temperature  remains  about  normal. 

March  23. — Condition  of  bases  unchanged. 

March  24. — Swallows  perfectly.  Movement  of  right  side  of  chest  still 
very  limited. 

March  26. — Some  recovery  of  power  in  soft  palate. 

March  29. — Some  movement  of  epigastrium  noticed  to-day  at  com- 
mencement of  inspiration.     Cough  is  again  slightly  explosive. 
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April  2. — Diaphragm  now  contractincr  feebly. 

April  5. — Diaphragm  contracting  well. 

April  8. — Breathing  still  weak  at  bases,  but  all  signs  of  consolidation 
have  disappeared. 

April  16. — To  get  up.  Faradic  irritability  of  leg  muscles  notably 
diminished.     No  R.  D. 

Note. — Artificial  respiration  was  practised  thrice  daily  for  ten  or  fifteen 
minutes  until  March  28. 

Case  7.— A.  M.,  get.  3  (F.),  admitted  May  14,  1889.  Died.  Admitted 
on  account  of  chronic  eczema  of  head  and  limbs.  Feverish  and  ill 
fourteen  days  ago  with  enlarged  glands  below  jaw.  Some  feebleness  of 
limbs  since  two  days.  No  additional  evidence  of  paralysis  until  June  6, 
when  patient  was  unable  to  stand.  More  fretful  since  three  days.  Knee- 
jerks  absent,  superficial  reflexes  present. 

June  11. — Double  ptosis,  sluggish  unequal  pupils.  No  affection  of 
diajjhragm  or  intercostals  ;  palate  paralysed  ;   loss  of  power  in  cough. 

June  14. — More  irritable.  Condition  not  unlike  meningitis.  Some 
cardiac  irregularity  yesterday.     A  few  moist  sounds  at  right  base. 

June  17. — Movement  of  lower  ribs  rather  exaggerated.  Rhonchi  and 
moist  rales  over  both  bases.     Sick  twice  after  medicine. 

June  20. — Sick  this  morning.  Swallowing  less  satisfactory  than 
yesterday  and  followed  by  cough.  More  drowsy.  There  is  inspiratory 
recession  at  epigastrium,  with  definite  over-action  of  lower  ribs.  Heart  very 
irregular.  Rales  over  bases  more  abundant.  Cough  and  voice  very  feeble. 
Patient  grew  worse  throughout  the  day  with  increasing  cyanosis,  and  died 
the  same  night.  No  post-mortem.  The  temperature  remained  low 
throughout. 

Case  8.— W.  E.  M.,  set.  2h  {¥.),  admitted  June  19,  1889.  Died. 
Indefinite  illness  one  month  ago.  Regurgitation  of  food  through  nose  one 
week. 

June  19. —  Antemic.  No  distress.  Right  internal  squint.  Knee-jerks 
absent,  superficial  reflexes  present.  Nasal  voice;  much  cough  after  swallow- 
ing. Increased  action  of  lower  ribs  and  epigastric  recession  with  inspiration. 
Moist  rales  all  over  lungs  ;  no  dulness.     Heart-sounds  weak.     Temp.  98'2°. 

June  22. — Temperature  rose  last  evening  to  103°.  No  fresh  physical 
signs  to-day,  but  is  much  weaker  in  every  way.     Died  towards  evening. 

Autopsy. — A  few  small  areas  of  collapse  at  bases  of  both  lungs.  General 
moderate  cylindrical  dilatation  of  bronchi  with  exudation  of  muco-pus  on 
pressure.     Some  interstitial  emphysema.     Other  organs  apparently  healthy. 

Case  9.— B.  R.,  ajt.  5  (F.),  admitted  June  22,  18S9.  Removed. 
Nasal  discharge  one  month  ago  with  febrile  .symptoms.  Nasal  voice 
fourteen  days.     Inability  to  walk  one  week. 

June  22. — No  distress;  frequent  non-explosive  feeble  cough.  Double 
ptosis.  Paresis  of  both  external  recti.  Distinct  over-action  of  lower  ribs, 
and  evident  paralysis  of  diaphragm.  Air  enters  bases  well.  No  dulness  or 
rales.     Heart  normal.     Urine  lithatic  :  trace  of  albumen. 

June  25. — Ptosis  more  accentuated.  Diaphragm  still  paralysed.  Tempe- 
rature subnormal. 

Note. — Patient  was  removed  by  the  mother  next  day,  and  her  subsequent 
history  could  not  be  traced. 


124        Dr.  Pasteur's  Gases  of  Respiratory  Paralysis. 

Case  10.— P.  S.,  jet.  2  (M.),  admitted  August  12,  1889.  Recovered. 
Diphtheria  tive  weeks  ago.  Inability  to  walk  since  ten  days.  Nasal  voice 
three  days. 

August  12. — Xo  distress,  but  fretful.  Drinking  excites  cough.  Palate 
motionless.  Cough  wanting  in  strength.  Knee-jerks  absent,  superficial 
reflexes  feeble.  Xo  albuminuria.  Eales  and  rhonchi  all  over  chest.  Heart 
healthy.     Temp.  98-6°. 

August  14.—  Cough  troublesome.     Fed  through  nasal  tube. 

August  16. — Last  night,  after  a  paroxysm  of  coughing,  breathing- 
became  hurried  and  the  surface  rather  livid.  The  diaphragm  was  acting, 
but  there  seemed  to  be  excessive  movement  of  the  lower  ribs.  Temperature 
rose  from  normal  to  101*2°.  Temperature  this  morning  102'8°.  Sick  after 
tube  at  7  A.M.,  and  shortly  became  blue  and  cold.  The  diaphragm  was 
seen  to  be  paralysed.  After  artificial  respiration  for  fifteen  minutes  the 
colour  was  better  and  the  distress  was  over.  The  epigastrium  remains 
motionless  except  for  a  tendency  to  fill  up  a  little  during  expiration.  The 
ribs  are  moving  very  freely.     Evening  temperature  102"6°. 

August  19. — Improving.  Epigastrium  still  motionless.  No  physical 
signs  in  lungs. 

August  20. — Some  signs  of  returning  activity  of  diaphragm  last 
evening. 

August  24. — Abdominal  movements  of  respiration  now  fairly  normal 
though  weak.     Cough  regaining  explosive  quality,  and  speech  improving. 

August  29. — Cough  quite  natural.  Diaphragm  acting  normally,  move- 
ments of  lower  ribs  far  less  obtrusive.     Rapid  recovery  from  this  date. 

Case  11.— A.  G.,  ^t.  8  (M.),  admitted  August  21,  1889.  Recovered. 
Diphtheria  six  weeks  ago,  ansemic  since ;  nasal  voice  ten  days  ;  regurgita- 
tion of  food  through  nose  three  days. 

August  21. — Anaemic ;  palate  paralysed ;  very  quiet,  and  free  from 
distress  ;  temp.  99'2°  ;  heart  and  lungs  healthy  ;  weakness  of  both  external 
recti ;  knee-jerks  absent,  superficial  reflexes  present. 

August  28. — Cough  grew  weaker  yesterday,  and  is  non-explosive  to-day  ; 
rather  restless  and  irritable  ;  evening  temp.  99'6°  ;  abdominal  movements 
very  slight,  whilst  action  of  lower  ribs  has  become  exaggerated  ;  no  dyspnoea, 
fair  colour. 

August  29. — Cough  after  swallowing  since  last  night ;  weak  breathing 
at  right  base. 

August  30. — Slight  increase  of  abdominal  respiratory  movements. 

September  2. — Abdomen  moves  well  to-day ;  rib  movements  quieter  ; 
cough  still  non-explosive. 

September  18. — Voice  nearly  normal. 

Case  12. — A.  E.,  get.  2  years  4  months  (M.),  admitted  September  18, 
1889.  Died.  Yellow  discharge  from  nose  seven  weeks  ago,  with  snufily 
voice  and  regurgitation  through  nose. 

September  18. — Very  apathetic  and  still,  face  pale  and  dusky  ;  cough 
non-explosive;  knee-jerks  absent;  epiga.strium  and  belly  wall  blown  out- 
wards in  expiration  ;  diaphragm  appears  to  be  quite  passive;  costal  respira- 
tion ;  moist  rales  all  over  lungs.  Breathing  faintly  bronchial  at  left  apex  ; 
no  heart  disturbance  ;  inine  albuminous.     Temp.  1012°. 

September  23. — Numerous  moist  rales  over  right  back ;  accumulation 
of  mucus  in  throat  and  mouth.    Breathing  became  more  embarrassed  at  6  a.m. 
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with  increase  of  lividitj  ;  temporary  improvement  with  artificial  respiration. 
Movement  of  lower  ribs  exaggerated  to-day ;  asphyxia  gradually  increased, 
and  death  occurred  on  morning  of  24th. 

Autopsy. — No  pleural  adhesions  ;  marked  collapse  of  postei'Ior  aspect  of 
right  lung,  especially  of  lower  lobe,  which  is  involved  almost  in  its  entirety. 
The  posterior  part  of  the  right  upper  lobe  is  also  completely  collapsed  ; 
portions  of  the  collapsed  lung  sink  in  water.  The  left  lung  is  affected  in  a 
precisely  similar  manner  ;  right  auricle  somewhat  distended  with  clot,  valves 
healthy.     Liver  and  kidneys  congested. 

Case  13.— W.  W.,  set.  4  (M.),  admitted  October  24,  1889.  Died. 
Sore  throat  five  weeks  ago.     Difficulty  in  walking  one  week. 

October  24. — Fair  colour;  rather  fretful;  cannot  stand  alone;  no 
paralysis  of  palate  or  difficulty  in  swallowing  ;  knee-jerks  absent ;  plantar 
reflex  present  ;  heart  and  lungs  healthy  ;  no  respiratory  paralysis. 

October  29. — Difficulty  in  swallowing  ;  palate  paralysed. 

November  2. — Pulse  96°,  fair  quality. 

November  6. — Slight  right  internal  squint  and  limited  lateral  move- 
ments of  both  eyes;  voice  nasal  ;  very  quiet ;  excessive  movement  of  lower 
ribs,  and  marked  lessening  of  epigastric  movement  in  respiration. 

November  8. — Cough  still  retains  some  power  ;  slight  expiratory  bulging 
of  epigastrium. 

November  9. — Cough  weaker  ;  pulse  88. 

November  11. — Distinct  recession  of  abdominal  wall  during  inspiration  ; 
no  albuminuria. 

November  14. — Was  restless  and  paler  last  evening,  and  breathing 
became  slower  (?  sighing) ;  some  paralysis  and  inco-ordination  of  arms ; 
breathing  continues  entirely  thoracic  with  reversed  movements  at  epigastrium. 
No  physical  signs  over  pulmonary  bases  ;  pulse  124,  very  compressible. 

November  15. — Breathing  slow  and  sighing  in  character,  no  dyspnoea, 
-eighteen  per  minute.  At  11  a.m.  patient  vomited  without  apparent  cause, 
and  became  dusky,  with  gasping  respiration  and  very  frequent  pulse. 
Rallied  somewhat  after  stimulation.  Sick  again  at  2  p.m.  ;  obvious  failure 
of  circulation.  Faint  bronchial  breathing  at  extreme  base  (both  sides),  which 
soon  became  obscured  by  copious  moist  rales  (oedema).  4  p.m.,  livid,  and 
sweating  profusely,  marked  dyspncea ;  extreme  movement  of  lower  ribs,  and 
sucking  in  of  epigastrium  during  inspiration,  which  flaps  oiitwards  in  ex- 
piration ;  slight  inspiratory  recession  of  lower  intercostal  spaces.  Death  at 
4.15  p.m.     Temp,  never  above  99°.     No  post-mortem. 

Case  14.* — J.  H.  was  admitted  in  May,  1886,  with  well-marked  diph- 
theritic paralysis  of  the  trunk  and  limbs.  On  the  tenth  day  some  irregulaiity 
and  increased  frequency  of  pulse  were  noted.  Meanwhile  the  paralysis  was 
becoming  more  profound,  and  the  cough  was  altogethei'  ineffectual  and  non- 
explosive.  There  is  no  detailed  note  as  to  the  character  of  the  respiratoiy 
movements,  except  that  "  the  movements  of  the  ribs  appeared  to  grow  less 
day  by  day." 

On  the  seventeenth  day  respiration  suddenly  became  embarrassed,  and 
lips  and  extremities  cold  and  bluish.  Examination  of  the  chest  showed  that 
the  right  side  was  practically  immobile,  with  the  exception  of  the  two  or 
three  upper  ribs.  The  percussion  note  was  much  impaired  over  the  right 
front  and  base.     At  the  apex  in  front  the  breathing  was  loud  and  tubular, 

*  For  details  of  this  case  see  '  Lancet,'  1887. 
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weak  over  the  middle  lobe,  and  almost  inaudible  at  the  base  ;  behind,  above 
the  level  of  the  scapular  angle,  the  breath-sounds  were  fairly  loud  and 
bronchial.  There  was  no  pain  of  any  kind,  and  the  temperature  was  not 
raised  more  than  a  degree.  On  the  eighteenth  day  the  child  was  much 
weaker ;  there  were  impaired  resonance  and  weak  tubular  breathing, 
without  rales,  all  over  the  right  front,  and  exaggerated  breathing  over  the 
left  lung.  The  heart  was  not  displaced  ;  the  backs  were  not  examined. 
The  movement  of  the  right  half  of  the  chest  was  only  just  appreciable,  and 
the  epigastrium  receded  during  each  inspiration,  whilst  it  bulged  slightly 
during  expiration,  and  more  distinctly  so  during  cough,  which  was  veiy 
frequent  and  ineffectual.  The  temperature  was  beginning  to  rise  (100°),  the 
pulse  144  and  more  thready.  During  the  next  two  days  the  child  grew 
worse,  and  the  temperature  rose  gradually  to  102'4°.  On  the  twenty-first 
day,  however,  the  case  began  to  look  more  hopeful.  The  change  for  the 
better  was  rather  sudden,  and  amongst  the  first  favorable  indications  were 
a  return  of  movement  in  the  right  chest  and  a  rapid  disappearance  of  the 
signs  of  diaphragmatic  paralysis.  Examination  of  the  backs  revealed 
bronchial  or  tubular  breathing  over  the  right  apex  and  posterior  apex  of  the 
lower  lobe,  and  distant  weak  breathing  at  the  extreme  base  of  the  right  side 
and  exaggerated  breathing  over  the  left.  On  the  twenty-fifth  day  the  two 
sides  of  the  chest  moved  equally.  Three  days  later  the  breathing  at  the 
right  apex  had  lost  its  tubular  quality. 

Case  15. — J.  R.,  set.  3  (M.),  admitted  December  9,  1889.  Eecovered. 
No  history  of  diphtheria.     Weakness  of  legs  one  week. 

December  9. — Very  quiet,  refuses  to  talk.  Knee-jerks  absent.  No 
paralysis  beyond  weakness  of  legs.     Heart  and  lungs  healthy.     Temp.  100°. 

December  25. — Cough  wanting  in  power  to-day,  and  more  frequent ; 
often  follows  swallowing. 

December  26. — More  fretful,  voice  very  weak.  Cough  almost  non- 
explosive  ;  no  dyspnoea  ;  resp.  20 ;  pulse  quiet,  92  ;  temp,  normal.  Abdo- 
minal movements  of  respiration,  which  have  hitherto  been  well  marked, 
have  almost  ceased,  and  the  slight  movements  observed  are  reversed  in  order. 
Lower  ribs  are  moving  normally. 

January  2. — Swallows  better;  still  some  regurgitation  through  nose. 
Abdomen  passive. 

January  8. — Marked  improvement.  Normal  abdominal  movements  have 
reappeared  since  two  or  three  days.  Convalescence  uninterrupted  from  this 
date. 

Case  16.— W.  C,  jet.  4i  (M.),  admitted  November  3,  1893.  Eecovered. 
Diphtheria  five  weeks  ago.  Weakness  of  legs  one  week.  Nasal  voice  and 
regurgitation  of  food  two  days. 

November  3. — Anaemic.  Nasal  voice.  Palate  paralysed.  DiflSculty  in 
swallowing.     Knee-jerks  absent.     Heart  normal.     No  respiratory  paralysis. 

November  8. — Troublesome  regurgitation. 

November  11. — Refusing  food.  Pulse  weak.  Cough  non-explosive. 
There  is  some  diaphragmatic  breathing,  but  expansion  of  left  chest  is  almost 
nil.  Manifest  depression  and  flattening  of  left  chest,  confirmed  by 
cyi'tometer.  Higher  pitched  percussion  iiote  than  over  right  side.  Breathing 
almost  absent  over  left,  and  exaggerated  over  right  lung.  Heart's  apex-beat 
in  fourth  space  outside  nipple-line.  Temperature  rising  gradually  since  9th, 
now  100-2°. 
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November  13. — Lips  rather  dusky.  Coarse  tracheal  or  bronchial  gurgling 
to  be  heard  with  respiration.  Cough  abortive.  More  movement  and  im- 
proved resonance  in  left  chest  in  front,  but  left  back  is  duller,  vrith  bronchial 
breathing  at  scapular  angle.     Here  moist  crepitations. 

November  14. — Movements  of  diaphragm  very  feeble.  Some  blocking 
of  lungs  with  mucus.     Pulse  fair. 

November  23. — Steady  improvement ;  temperature  normal  again  to-day. 

November  28. — Temp.  101'6°.  Measles  rash.  Removed  to  an  isolation 
ward.  No  notes  of  chest  condition  until  December  29,  when  all  signs  of 
diaphragmatic  paralysis  had  disappeared.  Chief  movement  is  in  lower  third 
of  chest.  Left  chest  moves  decidedly  less  than  right.  Breathing  weak  all 
over  left  lung,  and  bronchial  over  front  and  axilla.  Crepitations  in  latter 
situation  on  deep  inspiration.  Exaggerated  breathing  on  right  side.  The 
chest  returned  to  a  normal  state  towards  the  end  of  January.  The  knee- 
jerks  had  returned  on  March  1st. 

Case  17.— N.  S.,  a3t.  1§  (M.),  admitted  June  9,  1892.  Died.  Sore 
throat  sis  weeks  ago.  Loss  of  power  in  legs  four  weeks.  Altered  voice 
one  week.     Regurgitation  of  fluids  four  days. 

June  9. — Quiet  and  listless  ;  ansemic  ;  knee-jerks  absent ;  superficial 
reflexes  present ;  paralysis  of  palate  ;  epigastrium  "'  drawn  inwards  "  in  in- 
spiration.    No  physical  signs  in  lungs  ;  heart  rapid,  rather  weak. 

June  11. — Unable  to  swallow — tube-feeding. 

June  13. — Pulse  168,  small ;  respiratory  movements  at  epigastrium  re- 
versed ;  pupils  sluggish  ;  no  albuminuria. 

June  14. — Alternately  flushed  and  pale  ;  weaker ;  irritable  when  dis- 
turbed. 

June  15. — Marked  paralysis  of  diaphragm.  At  times  cyanosed  during 
tube-feeding. 

June  17. — Very  pale  ;  respiration  feeble  and  irregular.  No  action  of 
diaphragm ;  weak  breathing  at  bases  with  some  moist  rales.  Became 
cyanosed  during  afternoon,  with  slow  gasping  respiration ;  heart  continued 
beating  after  cessation  of  breathing.     No  post-moi'tem. 

Case  18. — A.  T.,  jet.  3|,  (F.).     (For  notes  of  this  case  vide  sup.,  p.  112). 

Autopsij. — Body  well  nourished. 

Heart. — Right  side  dilated  and  full  of  dark  clot,  otherwise  healthy. 

Lungs. — Right :  pleura  normal ;  no  adhesions.  The  whole  lung, 
excepting  a  few  groups  of  vesicles  on  the  front  of  the  middle  lobe,  is  of  a 
deep  purple  plum  colour,  does  not  crepitate,  and  sinks  entire  in  water.  On 
section  no  signs  of  broncho-pneumonia  or  of  bronchial  obstruction.  Left : 
scattered  areas  of  collapse,  some  of  considerable  size.  One  or  two  small 
patches  of  broncho-pneumonia.  Several  enlarged  glands  in  mediastinum, 
one  caseating ;  some  enlarged  mesenteric  glands.  Other  organs  appear 
healthy. 

Terminations  of  phrenic  nerves  in  diaphragm  soaked  for  twelve  hours 
in  Miiller's  fluid,  then  thoroughly  washed  and  teased,  show  no  signs  of 
peripheral  neuritis  after  staining  with  osmic  acid. 

Case  19.— H.  R.,  ajt.  4i  (M.),  admitted  January  4,  1892.  Died. 
Ulcerated  throat  three  weeks  ago.     Weakness  of  back  ten  days. 

On  admission. — Knee-jerks  absent,  but  no  other  evidence  of  paralysis. 
Heart  and  lungs  healthy  ;  pulse  120 ;  voice  natural. 

January  7. — Pulse  128,  slightly  intermittent ;  some  difficulty  in 
swallowing. 
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January  14. — Losing  ground  the  last  two  or  three  days;  voice  nasal ; 
feeble  cough  often  follows  swallowing.  Rhonchi  over  lungs ;  air  enters 
"well  everywhere. 

January  15. — At  11  a.m.  became  cyanosed,  and  movements  of  chest 
seemed  diminished.  Pulse  120,  regular.  Much  better  after  dinner.  At 
4  P.M.,  another  attack  of  cyanosis,  and  death  within  two  minutes.  Xo  post- 
mortem. 

Case  20.— M.  V.,  vet.  4  (F.)  admitted  March  16,  1893.  Died.  In- 
definite  febrile  illness  since  one  month.  Difficulty  in  swallowing  and  nasal 
voice  fourteen  days.     Weakness  of  legs  four  days. 

March  16. — Poorly  nourished  ;  nasal  voice ;  cough  at  times  after  swal- 
lowing. Xo  albuminuria.  Palate  paralysed.  Knee-jerks  absent.  Pupils 
unequal.     Diaphragm  not  acting  fully.     Heart  and  lungs  healthy. 

March  29. — Condition  stationary  for  first  ten  days  ;  now  has  more  cough 
after  swallowing.  Pupils  equal.  Weakness  of  both  external  recti  oculorum. 
Diaphragm  acting  feebly.  Ankles  dropped  ;  knee-jerks  absent.  External 
jugular  veins  dilated.  First  sound  toneless,  second  accentuated.  A  few 
moist  rales  over  lungs. 

March  31. — Pulse  140.  Drinks  with  difficulty.  A  little  inspiratory  re- 
cession at  epigastrium.  Is  generally  weaker.  At  11  p.m.  the  nurse  found 
patient  livid  and  gasping.  Breathing  had  ceased  when  house  surgeon  ar- 
rived. Child  rallied  after  stimulants  and  artificial  respiration,  and  breathed 
spontaneously  for  about  ten  minutes  so  long  as  the  tongue  was  drawn 
forwards.  Life  was  maintained  for  two  hours  by  artificial  respiration  with- 
out any  return  of  consciousness.  Heart-beats  continued  for  some  seconds 
after  cessation  of  respiration. 

Autopsy. — Chest  thinly  covered ;  muscles  wasted ;  trachea  injected ; 
contains  much  viscid  mucus.  A  small  piece  of  "  membrane  "  quarter  of  an 
inch  long  in  one  of  the  bronchi.  Lungs  cedematous  ;  right  base  airless, 
smooth,  and  deep  purple ;  sinks  in  water.  Left  base  partly  collapsed. 
Emphysema  of  both  apices  ;  no  pleural  adhesions  or  effusion.  Right  heart 
and  large  veins  distended  with  dark  fluid  blood  ;  valves  healthy.  Other 
organs  healthy. 

Case  21.— J.  G..  tet.  2h  {¥.),  admitted  February  9,  1893.  Died. 
Diphtheria  about  middle  of  January.  Weakness  of  legs  and  sickness  after 
food  ten  days.  Ocular  paralysis  and  loss  of  accommodation  eight  days. 
Nasal  voice  one  week.     Unable  to  stand  three  days. 

February  9. — Very  prostrate.  Pulse  136,  regular,  fair.  Respirations  24. 
Laboured  and  excessive  action  of  lower  ribs  ;  revereed  movements  at  epigas- 
trium. Knee-jerks  absent.  Harsh  breathing  at  apices,  feebler  towards 
bases,  with  copious  moist  rales. 

February  10. — Worse.  Voice  more  nasal.  Much  restlessness.  Bad  attack 
of  dyspnoea  early  this  moi'ning,  relieved  by  artificial  respiration. 

February  11. — More  rales — some  finer — over  bases  ;  no  dulness  made  out. 
Temperature  rose  next  day  to  101"^  before  death,  the  mode  of  which  is  not 
noted.     Xo  post-mortem. 

Case  22.— J.  R.,  xt.  5  (F.),  admitted  January  31,  1893.  Recovered. 
Diphtheria  in  middle  of  December  lasting  four  days  ;  nasal  voice  three 
weeks  ;  tottering  gait  a  few  days. 

January  31. — Fair  colour  ;  na.sal  voice;  non-explosive  cough;  swallow- 
in"'  slow  and  difficult  ;  internal  squint  ;  paralysis  of  palate  ;  weakness  of 
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legs.  Movements  of  thorax  in  respiration  free,  especially  Lelow,-  where  they 
are  excessive.  Eesp.  24,  sighing  at  times.  Diaphragm  acting  very  feebly  ; 
more  strongly  in  coughing ;  heart  130,  regular  ;  some  fulness  of  external 
jugular  veins  ;  harsh  breathing  at  apices  of  lungs  ;  weak  breathing,  with 
numerous  moist  rales  and  rhonchi  over  bases.  No  albuminuria.  Knee- 
jerks  absent. 

February  7. — Speaks  and  drinks  bettei-.  Action  of  diaphragm  much 
stronger,  normal  though  feeble  movements  at  epigastrium.  Ocular  para- 
lysis less.     Lungs  as  before. 

February  11.  —Diaphragm  acting  normally.     Rapid  convalescence. 

Case  23.— H.  C,  ajt.  5  (F.),  admitted  April  10,  1893.  Recovered. 
Diphtheria  at  end  of  February.  Nasal  voice  four  weeks,  with  some  regurgi- 
tation.     Troubles  of  vision  one  week. 

April  10. — Well  nourished  ;  nasal  voice  ;  paresis  of  legs.  Difficulty 
in  swallowing.  Frequent  sickness.  Rapid  pulse,  144,  regular.  Very  weak 
action  of  diaphragm,  barely  perceptible  movement  at  epigastrium.  Knee- 
jerks  absent.     Temperature  normal  throughout. 

April  17. — Steady  improvement.  Voice  natural,  swallows  easily.  Less 
cough  after  drinking.  Pulse  120.  Diaphragm  acting  more  forcibly. 
Moderate  inspiratory  protrusion  of  epigastrium.     Lungs  healthy. 

April  24. — Pulse  96.     Convalescent. 

Case  24.— M.  C,  set.  5  (F.),  admitted  July  24,  1893.  _  Recovered. 
Sore  throat  two  months  ago.  Squint  one  week,  with  nasal  voice  and  diffi- 
culty of  swallowing.     Tottering  gait  a  few  days. 

July  24. — Rales  and  rhonchi  all  over  chest,  with  dulness  at  left  base. 
Nasal  voice,  marked  squint,  much  spluttering  on  swallowing  liquids.  Knee- 
jerks  absent.  Diaphragm  acting  very  feebly,  if  at  all.  Thoracic  move- 
ments veiy  free.  Urine  acid,  one  tenth  albumen.  Sudden  attack  of  ex- 
treme weakness  and  inability  to  swallow  at  7  p.m.  Relieved  by  brandy  and 
digitalis. 

July  26. — Sudden  attack  of  coughing  at  11.45,  followed  by  severe 
spasm  of  larynx. 

July  27. — Laryngeal  stridor  since  yesterday.  Diaphragm  very  feeble. 
(Tracheotomy  instruments  kept  in  readiness.) 

July  28. — Severe  attack  of  coughing  last  night,  and  again  to-day. 

July  29.— Diaphragm  acting  more  strongly;  still  some  laryngeal  stridor. 
Recovery  rapid  from  this  date.     {?  broncho-pueumonia  and  pertussis.) 

Case  25.— G.  A.  S.,  a3t.  3  (M.),  admitted  November  30.  1893.  Died. 
Diphtheria  a  month  ago.  Since  one  week  difficulty  in  walking  and  nasal 
speech. 

November  30. — Unable  to  stand;  squint;  nasal  voice;  paralysis _  of 
palate ;  knee-jerks  absent ;  diaphragm  active ;  regurgitation  of  liquids. 
Temp.  99°. 

December  2. — Very  restless.  Heart  irregular,  124.  Respiration  not 
quickened. 

December  3.— Tube-feeding— sick  after  first  attempt.  Continues  in  an 
iiTitable  state.  Crepitations  and  rhonchi  over  both  lungs,  especially  at 
right  base.     No  dulness.     Resp.  32  ;  pulse  120. 
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December  4. — Pulse  116,  still  irregular.  Frequent  non-explosive  cougli, 
much  mucus  in  pharynx. 

December  5. — Very  exhausted  after  tube-feeding,  pulse  184. 

December  7. — At  6  a.m.  found  to  be  livid,  and  breathing  badly  with 
rattling  in  throat.  Diaphragm  inactive.  Inspiratory  recession  marked  at 
epigastrium.  Condition  improved  temporarily  by  artificial  respiration. 
Death  a  few  hours  later.     Xo  post-mortem. 

Case  26.— E.  M.,  jet.  9  months  (F.),  admitted  Februaiy  12,  1894. 
Died.  Recently  discharged  from  Xorth-Eastern  Fever  Hospital  after 
diphtheria. 

On  admission. — Pallid.  Ill-nourished.  Paresis  and  wasting  of  limbs. 
Knee-jerks  absent.  Regurgitation  after  swallowing.  Chest  expands  well. 
Heart-sounds  healthy. 

February  14. — Temperature  has  risen  to  101"2°.  Unable  to  swallow. 
Marked  epigastric  recession.  A  few  crepitations  at  bases,  no  signs  of  con- 
solidation. Paralysis  of  diaphragm  became  still  more  marked  during  the 
day.     Died  that  evening.     Xo  post-mortem. 

Case  27.— A.  E.,  set.  oi  (F.),  admitted  April  30,  1894.  Died. 
Diphtheria  a  month  ago.  Xasal  voice,  regurgitation  through  nose,  and 
weakness  of  legs  one  week. 

April  30. — Breathing  quiet,  cough  non-explosive.  Very  listless.  Palate 
paralysed  ;  swallowing  difficult.  Knee-jerks  absent.  Chest  expands  freely, 
but  action  of  diaphragm  feeble.  Heart-sounds  clear ;  pulse  regular,  fair 
quality. 

May  3. — Getting  weaker.  Lateral  movements  of  eyes  lost ;  accommo- 
dation sluggish.  Cough  very  feeble.  Movements  at  epigastrium  reversed. 
Weak  breathing  at  right  base. 

May  6. — Paralysis  of  diaphragm  well  marked.  Movement  of  lower  ribs 
increased.  Breathing  very  faint  at  right  base.  At  2.30  p.m.  suddenly 
became  cyanosed,  and  chest  movements  were  found  to  be  much  diminished. 
Artificial  respiration  was  tried  without  success.     Death  at  3.30. 

Autopsij. — Xo  pleural  adhesions  or  eifusion.  Right  lung  :  upper  lobe 
collapsed  with  exception  of  a  small  area  at  the  extreme  apex  ;  middle  lobe 
natural ;  lower  lobe  entirely  collapsed,  of  a  uniform  deep  purple  colour,  and 
unduly  wet.  Left  lung :  Upper  lobe  natural.  Lower  lobe  extensively 
collapsed,  but  not  entirely.  Trachea  and  bronchi  injected,  and  full  of  mucus. 
Pericardium  healthy.  Right  heart  distended  with  dark  fluid  blood. 
Left  side  empty  and  contracted.  Myocardium  healthy.  Liver,  spleen,  and 
kidneys  congested. 

Case  28.— E.  B.,  set.  6  (M.),  admitted  August  3,  1886.  Died.  Sore 
throat  three  weeks  ago. 

On  admission. — Very  collapsed.  Pale,  with  dusky  lips.  Cold  extremities. 
Pulse  barely  perceptible.  Distended  jugular  veins.  Laboured  breathing 
with  deep  sighs  at  frequent  intervals.  Thoracic  and  abdominal  movements 
normal.  Xo  paralysis  of  diaphragm.  Temperature  subnormal.  Xo  physical 
signs  in  lungs.  Is  able  to  swallow.  Patient  recovered  somewhat  after 
getting  to  bed,  and  took  food  and  stimulants.  A  few  hours  later  signs  of 
asphyxia  reappeared,  and  death  took  place  the  same  night.    . 

Autopsy. — Veins  much  distended  with  dark  fluid  blood.  Heart  distended 
with  blood  on  both  sides ;  mixed  clot  in   both  ventricles.     Lungs   deeply 


Dr.  Pasteur's  Cases  of  Respiratory  Paralysis.         131 

congested   with  dark  blood,  and  very  (Edematous  ;  no  collapse.     Liver  and 
kidneys  congested.     Congested  cerebral  membranes. 

Case  29.— W.  W.,  set.  4  (M.),  admitted  November  13.  Sore  throat 
and  "  quinsy,"  seven  weeks.  Nasal  voice,  regurgigation,  and  altered  cough 
two  weeks, 

November  13. — Pale,  quiet,  distressed  look.  Breathing  quiet.  Frequent 
non-explosive  cough.  Feeble  pulse.  Knee-jerks  absent ;  unable  to  stand. 
Diaphragm  normal. 

Fed  by  tube  at  7  p.m.  ;  brought  on  coughing,  vomiting,  and  some 
lividity.  Within  three  minutes  became  cyanosed  and  unconscious.  Pulse 
began  to  fail  two  or  three  minutes  later.  Condition  momentarily  improved 
by  artificial  respiration  and  stimulation.     Death  one  hour  later.     No  P.M. 

Case  30.— R.  B..  set.  8  years  (F.),  admitted  November  18,  1892. 
Recovered.  Diphtheria  seven  weeks  ago.  Weakness  of  legs,  with  nasal 
voice  and  regurgitation  three  weeks.     Impairment  of  vision  fourteen  days. 

November  18. — Pale,  quiet,  palate  paralysed.  Cough  non-explosive. 
Chest  movements  normal  in  quiet  breathing.  Diaghragm  paralysed. 
Reversed  movements  at  epigastrium.  A  few  bronchitic  rales  in  lungs. 
Knee-jerks  absent. 

November  21. — Sick  yesterday  after  tube-feeding. 

November  25. — Voice  stronger.    Diaphragm  acting  slightly.    Cough  less. 

November  28. — Diaphragm  recovering  steadily. 

December  9, — Cough  explosive  again.  General  improvement.  Able  to 
walk. 

Case  31.— D.  E.,  set.  4  (M.),  admitted  January  18,  1887.  Died.  Diph- 
theria five  weeks  ago.     Increasing  weakness  since  one  week. 

On  admission. — Pale  and  apathetic.  Breathing  quiet  (22).  Pulse 
regular,  145.  Occasional  feeble  cough.  Respiratory  movements  those  of 
health.  Rhonchi  over  both  backs.  Palate  paralysed,  difficulty  in  swallow- 
ing.    Large  trace  of  albumen  in  urine. 

January  11. — Cough  after  swallowing.     Pulse  very  weak,  but  regular. 

January  12. — Pulse  156.  Cough  non-explosive.  Breathing  slow  and 
laborious,  inspiratory  recession  at  epigastrium.  Sick  at  3  p.m.  after  beef- 
tea,  and  became  blue  and  faint.  Epigastric  recession  more  marked,  "  but 
viscera  can  be  felt  to  descend  during  inspiration  "  (?)      Pulse  128,  irregular. 

January  13. — Pulse  again  regular  and  diaphragm  active.  Expansion  of 
lower  half  of  chest  good.  In  the  afternoon  cough  became  moi-e  frequent, 
and  swallowing  more  difficult.  Control  was  lost  over  sphincters,  and  towards 
evening  the  patient  became  unconscious,  with  weak  pulse  of  140.  Death 
occurred  at  9  p.m. 

Autopsy. — Right  lung  :  emphysema  at  apex  and  along  anterior  border  ; 
several  small  patches  of  collapse  on  posterior  aspect.  Pleurse  healthy. 
Left  lung  :  slight  emphysema  in  front ;  numerous  small  areas  of  collapse 
all  over  posterior  aspect  and  base  Heart :  some  dilatation  of  left  side  {sic). 
Valves  competent. 

Case  32.— E.  C.  P.,  set.  3|  (F.),  admitted  June  21,  1891.  Died. 
Febrile  affection  with  lumps  in  neck  and  nasal  discharge  seven  weeks  ago. 
Weakness  of  legs  three  weeks,  also  cough  on  swallowing  and  regurgitation 
of  liquids  through  nose. 
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On  admission. — Looks  morilnind.  Pale  and  dusky  ;  eyelids  half  closed  ; 
pupils  dilated;  tongue  protruding;  jactitation.  Eapid  weak  pulse;  tem- 
perature 101°.  Frequent  non-explosive  cough.  Rattling  in  trachea.  Rapid 
shallow  breathing.  Cold  extremities.  Rallied  considerably  after  stimula- 
tion and  warmth. 

On  further  examination  diaphragm  found  paralysed,  with  reversed  move- 
ments at  epigastrium.  Knee-jerks  absent.  Copious  moist  rales  all  over 
lungs.  11  P.M. — Has  improved;  pulse  regular;  less  restless;  .P  slight 
action  of  diaphragm. 

June  22. — Improvement  maintained.  10  P.M. — Less  well ;  more  restless  ; 
signs  of  diaphragmatic  paralysis  more  obvious.  Pulse  more  rapid.  At 
1.30  A.M.  next  morning  child  suddenly  became  very  cyanosed,  and  ceased 
breathing.     All  attempts  at  restoration  failed.     No  post-mortem. 
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XX. — An  unusual  case  of  Diphtheria  of  the  Air-pas- 
sages. By  E.  W.  GooDALL,  M.D.  Bead  March  1, 
1895. 

ALBERT  H.,  set.  4,  was  admitted  into  the  Eastern 
Hospital  on  May  18,  1892.  There  was  thick  membra- 
nous exudation  on  each  tonsil ;  the  fauces  were  swollen  and 
injected.  Pulse  regular;  colour  good;  knee-jerks  present; 
temp.  102°  F. ;  otherwise  the  patient  appears  very  well.  No 
albumen  in  the  urine.  The  patient  remained  in  the  same  con- 
dition until  May  25,  except  for  the  fact  that  albumen  appeared 
in  the  urine  on  the  24th,  aud  that  the  membrane  was  becom- 
ing less  thick.  On  the  25th  he  began  to  cough  occasionally ; 
the  cough  was  slightly  stridulous,  but  there  were  no  signs 
whatever  of  laryngeal  obstruction.  On  the  25th  the  pulse 
was  88  per  minute  and  regular.  On  the  27th  at  11  a.m.  the 
child  called  the  nurse  and  told  her  he  had  something  on  his 
tongue.  This  "  something,"  which  at  first  sight  looked  like 
one  of  the  little  masses  seen  in  the  nummulated  sputum  of 
phthisis,  proved  on  being  floated  out  in  water  to  be  the  cast 
of  the  trachea  shown  in  Fig.  o.     There  had  been  no  discom- 
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fort  during  the  expectoration  of  this  cast.  Pulse  112.  Tem- 
perature normal  on  21st,  22nd,  23rd,  24th,  aud  2.5th  ;  101-2°  on 
morning  of  the  26th  ;  and  100' 5°  on  morning  of  27th.  On  that 
day  there  was  still  membrane  on  the  tonsils.  The  boy  was 
rather  sleepy  but  restless  ;  his  colour  was  good  ;  there  was  no 
croup,  nor  even  stridor. 

May  28. — After  4  p.m.  yesterday  the  boy  coughed  up 
some  shreds  of  membrane,  and  during  the  night  the  cast 
shown  in  Fig.  4.  There  was  no  dyspnoea  during  the  expulsion 
of  the  casts  or  shreds.     This  morning  the  patient's  colour  is 
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good,  and  he  appears  to  be  well,  though  his  voice  is  a  little 
hoarse.  No  ciliary  paralysis  ;  knee-jerks  present ;  temp.  101°. 
There  is  albumen  (a  thick  trace)  in  the  urine. 


From  this  date  up  to  June  3  the  boy  coughed  up  several 
membranous  shreds  and  casts,  the  largest  of  which  are  shown 
in  the  adjoining  figures  : — 


Fig.  5 


^ — ^<^^^^^^^^m 


Fig.  5,  at  1.30  p.m..  May  28. 
Fig.  6,  at  10.30  p.m.,  May  28. 
Fig.  7,  at  1.40  P.M.,  May  29. 
Fig.  8,  after  noon.  May  29. 
Fig.  9,  at  9.40  a.m..  May  30. 
Fig.  10,  at  11  P.M.,  May  31. 
Fig.  11,  morning  of  June  1. 

On  the  evening  of  May  30  a  piece  of  membrane  one  inch 
long  was  coughed  up. 


Fig.  6 
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From  June  1  to  the  morning  of  June  3  a  cylindrical  cast 
of  the  trachea  1  inch  in  length,  and  several  small  membranous 
shreds  (one  of  which  was  blood-stained)  were  coughed  up. 


Fig.  7. 


Fig.  9. 


The  largest  of  these  casts  and  shreds  was  4  inches  in 
length.  Fig.  7  appeared  to  be  a  cast  of  the  bifurcation  of 
the  trachea.  Fig.  8  was  a  very  tough  cast  of  a  bronchus. 
Fig.  9  was  a  cast  of  the  trachea,  two  main  bronchi,  and  appa- 
rently some  of  the  primary  divisions  of  one  of  the  bronchi; 
at  X  X  the  cast  was  cylindrical,  and  the  lower  part  was  invagi- 
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nated  into  it  (one  division  of  first  bifurcation  of  bronchusj. 
The  invaginated  portion  was  white  and  thin  but  tough;  the 
trachoiil  portion  was  white  and  thick. 

All  these  casts  were  brought  up  as  rounded  pellets,  and 
had  to  be  floated  out  in  water  to  show  their  form. 
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Thei'e  Avas  distressing  cougli  during  the  expectoratiou  of 
the  casts  shown  in  Figs.  5  and  6  ;  for  five  minutes  before  the 
expulsion  of  that  shown  in  Fig.  9,  the  boy  had  troublesome 
cough  aud  some  cyanosis.  The  other  portions  were,  how- 
ever, brought  up  after  very  sHght  coughing,  and  without 
any  dyspnoea.  During  the  intervals  between  the  occa- 
sions when  membrane  was  coughed  up,  the  child  had  no 
dyspnoea  or  cyanosis  at  all,  nor  did  he  seem  to  be  particu- 
larly ill.  There  was  never  croup.  It  was  noted  on  May  30 
that  he  was  getting  weaker,  and  the  pulse-rate  was  128.  On 
June  7  paresis  of  the  lower  extremities  was  noted,  and  next 
day  the  knee-jerks  (fairly  well  marked  up  to  that  date)  were 
observed  to  be  slight.  On  the  morning  of  the  loth  there 
was  a  slight  attack  of  heart  failure,  and  on  this  date  the  voice 
became  nasal.  On  the  18th  there  was  partial  paralysis  of  the 
ciliary  muscles ;  the  patient  could  stand,  but  not  walk,  on 
account  of  ataxia.  The  knee-jerks  gradually  disappeared, 
and  were  not  to  be  obtained  on  June  29.  They  were  still 
absent  on  July  15  ;  no  further  note  was  made  about  them. 
By  July  20  the  ciliary  paralysis  had  disappeared,  but  there 
was  still  a  slight  nasal  voice.  The  patient,  however,  was 
quite  well  on  Juh^  27,  when  he  left  the  hospital. 

There  had  been  much  albumen  in  the  urine  on  May  31 ; 
gradually  the  amount  lessened  until  the  urine  was  free  from 
albumen  on  June  27  ;  after  that  date  it  was  normal,  save  on 
two  occasions  when  there  was  a  faint  trace.  A  little  deposit 
could  still  be  seen  on  the  tonsils  on  June  6,  three  days  after 
the  last  shred  of  membrane  had  been  coughed  up.  The  tem- 
perature was  normal  after  June  3. 

The  interest  of  this  case  lies  in  the  number  and  size 
of  the  expectorated  casts,  combined  with  the  utter  absence 
of  any  signs  of  obstruction  to  the  air-passages.  It  seems 
as  if  the  membranous  formation,  starting  in  the  fauces, 
missed  the  larynx  in  spreading  to  the  trachea.  Cases 
of  croup  in  diphtheria,  whether  tracheotomised  or  not,  in 
which  casts  of  the  larynx,  trachea,  and  bronchi  are  coughed 
up,  are  of  course  common  enough,  but  cases  such  as  the  one 
just  related  are  uncommon.  I  have  only  met  with  four  since 
I  went  to  the  Eastern  Hospital  at  the  beginning  of  1892.  The 
first  was  the  present  case.  The  second  was  that  of  a 
girl  aet.  4,  who  was  admitted  to  the  hospital  on  May  30, 
1892,  with  membrane  on  both  tonsils  ;  there  was  a  slightly 
stridulous  cough,  no  dyspnoea,  colour  good.  The  next  day 
she  coughed  up  without  difiiculty  three  membranous  shreds. 
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not  cylindrical,  from  2  to  2^  inches  long  and  i  to  f  inch 
broad.  On  June  1  there  was  slight  stridor,  and  another  shred. 
If  by  I  inch  was  coughed  up  ;  no  more  membrane  was  coughed 
up,  though  slight  stridor  existed  till  June  4.  There  was  albu- 
minuria from  admission  to  June  25.  On  June  25  symptoms 
of  paralysis  appeared,  nasal  voice,  paraplegia,  irregular  heart. 
The  patient  i-ecovered,  and  was  discharged  well  on  July  27. 

The  third  case  was  a  boy  ast.  4,  a  very  rickety  child ; 
admitted  May  2,  1892,  with  membrane  on  both  tonsils.  On 
May  9  he  had  a  cough  which  was  altered  in  cliar;ictei-,  but 
there  was  no  stridor  or  laryngeal  obstruction.  On  ^lay  12  he 
coughed  up  apiece  of  membrane,  partly  a  hollow  cylinder,  li 
by  ^  inch  in  size.  On  May  13  he  coughed  up  another  piece 
2  inches  in  length,  and  not  cylindrical.  There  was  albuminuria 
from  May  9  to  July  1.  About  May  25  sj'mptomsof  paralysis 
appeared  in  the  legs ;  subsequently  the  paralysis  became  gene- 
ralised and  severe,  but  the  child  recovered,  and  was  discharged 
on  September  13  quite  well. 

The  fourth  case  was  a  young  woman  set.  18,  who  Avas 
admitted  into  hospital  on  July  26,  1894,  with  severe  faucial 
and  nasal  diphtheria.  She  brought  up  numerous  tracheal 
casts  showing  the  marks  of  the  rings  of  the  trachea.  There 
was  no  symptom  of  obstruction  to  the  air- passages.  The 
urine  contained  much  albumen.  She  died  on  July  31  of  the 
severity  of  the  disease.  The  Klebs-Loffler  bacillus  was 
found  in  the  faucial  membi-ane. 

For  the  pen-and-ink  sketches  of  the  casts  in  the  first  case 
T  am  indebted  to  Mr.  H.  E.  Mann,  who  was  assistant  medical 
officer  at  the  time. 
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XXI. — A  case  of  Malformation  of  the  Heart  with 
Haemophilia.  By  Lee  Dickinson,  M.D.  Head 
March  1,  1895. 

rpHIS  case  is  brought  forward  in  the  hope  of  obtaining 
J-  opinions,  by  which  my  own  may  be  directed,  as  to  the 
relationship  between  the  two  diseases  which  it  combines. 

Louisa  F.,  aet.  8,  is  the  second  child  of  a  healthy  mother 
who  gives  no  family  history  of  haemophilia  or  other  disease. 

She  has  been  known  to  have  heart  disease  since  the  age  of 
two,  but  had  no  discomfort  referable  to  this  till  within  the  last 
three  years.  During  this  time  she  has  been  liable  to  attacks 
of  dyspnoea  and  preecordial  pain  with  violent  action  of  the 
heart  on  exertion  or  exposure  to  cold ;  these  attacks  appear 
to  be  increasing  in  severity  and  frequency. 

She  has  always  bruised  readily.  When  she  was  about 
a  year  old  a  very  large  bruise  appeared  spontaneously  upon 
the  forehead.  A  tooth  was  extracted  two  years  ago,  and  the 
attendant  haemorrhage  was  of  a  very  alarming  character. 
For  the  last  four  years  she  has  been  subject  to  frequent 
epistaxis,  an  attack  of  which  in  July,  1892,  necessitated 
plugging  the  nose.  In  February,  1893,  she  was  admitted  iuto 
St.  George's  Hospital,  being  stated  to  have  coughed  up  a 
large  quantity  of  blood.  It  was  soon  found  that  the  blood  had 
come  from  the  nose,  from  which  thei'e  was  a  constant  oozing 
for  a  couple  of  days,  culminating  in  profuse  epistaxis  with 
vomiting  of  swallowed  blood,  whereupon  the  child  became 
decidedly  blanched.  The  haemorrhage  ceased  after  the 
liberal  use  of  ice  and  plugging  the  nostrils,  and  did  not  recur. 
The  naso-pharj'ux  was  examined  and  found  to  be  free  from 
disease.  The  child  rapidly  recovei'ed  from  the  loss  of  blood. 
Since  then  her  nose  has  bled  on  several  occasions — so  freely 
in  the  spring  of  1894  that  a  medical  man  was  called  in  ; 
again  in  the  autumn  for  four  hours  continuousl}-,  after  which 
she  was  admitted  into  the  Victoria  Hospital  for  Children ;  and 
probably  at  the  beginning  of  December,  when  she  was  stated 
to  have  had  an  attack  of  blood-spitting.  These  various  and 
repeated  haemorrhages  seem  to  justify  the  diagnosis  of 
heemophilia. 

The  child  is  fairly  well  grown  and  intelligent,  and 
well    formed    externally    except   for    some    imperfection    of 
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the  sternum  and  ptosis  of  the  left  eyelid.  The  irides  differ 
from  one  another  slightly  in  colour.  She  has  a  florid  com- 
plexion, of  a  red,  not  blue,  tint.  There  is  no  clubbing  of 
the  fingers  or  toes.  The  lungs  and  abdominal  organs  appear 
normal.  The  heart  appears  natural  in  size  and  position,  but 
over  the  whole  chest  is  audible  a  loud,  long,  rough  systolic 
murmur,  louder  to  the  left  than  to  the  right  of  the  sternum, 
generally  loudest  at  the  apex  of  the  heart,  where  is  a  thrill 
synchronous  with  the  murmur.  The  same  thrill  can  be  felt 
in  the  episternal  notch.  In  the  neck  there  is  distinct  venous 
pulsation.  From  these  signs  and  from  the  history  it  is  fairly 
clear  that  there  is  congenital  heart  disease,  and  that  pi'obably 
the  chief  defect  is  of  the  septum  ventriculorum,  with  perhaps 
pulmonary  stenosis  and  secondary  tricuspid  incompetence. 

Remarks. — It  is  an  old  observation  that  the  subjects  of 
cardiac  cyanosis  are  liable  to  h£emorrhage.  In  1811  Xasse 
drew  attention  to  this  liability,  which  he  attributed  to 
deficient  coagulability  of  the  blood  owing  to  its  venosity, 
remarking  that  for  the  same  reason  the  whale  bleeds  to 
death  from  slight  harpoon  wounds.*  Similar  reflections 
were  uttered  a  few  years  later  by  Meckel  after  a 
survey  of  77  cases  of  malformation  of  the  heart.t  Both 
Nasse  and  Meckel  imagined  a  relationship  between  cyanosis 
and  haemophilia  on  the  ground  of  imperfect  development  of 
the  blood.  Afterwards  came  Schonlein,  whose  teaching  that 
haemophilia  was  connected  with  malformation  of  the  heart  was 
apparently  founded  as  much  upon  the  haemorrhagic  tendency" 
in  cyanosis  as  upon  the  state  of  the  heart  in  hseraophilia.j 
During  the  last  half-century  these  views  as  to  the  relations  of 
hfemophilia  have  become  obsolete  without  having  ever  been 
fairly  discredited.  I  think,  however,  that  the  frequency  of 
haemorrhages,  even  of  a  serious  degree,  in  congenital  heart 
disease,  will  not  be  denied  by  anyone  who  has  in  mind  a 
sufficient  number  of  cases.  Mention  of  it  is  not  omitted  in 
the  classical  work  of  Dr.  Peacock  nor  in  the  valuable  mono- 
graph of  Rauchfuss. 

*  ReiVs  Archivf.  die  Physiologie,  Bd.  x,  p.  266.  The  fact  of  the  enormous 
whale  beiny  killed  by  the  puny  harpoon  may  be  accounted  for  in  a  more  probable 
manner.  "The  nou-valvular  structure  of  the  veins  in  the  Cetacea,  and  the 
pressure  of  the  sea-water  at  the  depths  at  which  they  retreat  wheu  harpooned, 
explain  the  profuse  and  deadly  hajmorrhaoje  which  follows  a  wound  that  in  otlier 
Mammalia  would  be  by  no  means  fatal  "  {Penny  Ci/clopxdia,  vol.  xxvii,  p.  285). 

t  Deutsches  Archivf.  die  Physiologie,  1815,  Bd.  i,  p.  248;  and  1816,  Bd.  ii, 
p.  138. 

X  Schonlein  insisted  upon  the  great  inclination  to  haemorrhage  in  cardiac 
cyanosis,  Pathologie  und  Therapie,  1837,  Bd.  ii,  p.  55. 


140      Dr.  Lee  Dickinson's  Case  of  Malformation  of  Heart. 

In  many  cases,  no  doubt,  the  haemorrhages  maybe  wholly 
or  partly  explained  by  venous  congestion  or  by  mere  venosity 
of  blood;  but  these  conditions  can  have  little  or  nothing  to 
do  with  an  hcemorrhagic  tendency  in  cases,  like  th9  one 
brought  forward,  in  which  there  is  neither  clubbing  of  the 
extremities  nor  cyanosis.  Here  at  least  is  an  unequivocal 
diathesis. 

In  a  certain  ntimber  of  post-mortem  examinations  upon 
persons  dead  of  hasmophilia,  some  malformation  of  the  heart, 
or  more  frequently  of  the  vessels,  has  been  discovered.  Apart 
from  this  association,  it  is  possible  that  the  two  diseases  are 
related  in  a  developmental  peculiarity  of  the  blood.  It 
appears  from  several  independent  observations  that  the  blood 
in  congenital  heart  disease,  the  cyanosis  of  which  has  hitherto 
been  so  difficult  to  explain,  is  in  a  state  of  concentration. 
Lloyd  Jones,  who  took  the  specific  gravity  of  the  blood  in  five 
cases,  found  it  very  high,  ranging  from  1061  to  1072.*  Ban- 
holzer  found  in  a  case  of  pulmonary  stenosis  that  the  specific 
gravity  was  1071*8,  while  the  number  of  red  corpuscles  in  a 
cubic  millimetre  was  9,447,000.  He  refers  to  two  similar 
cases,  in  one  of  which  the  number  was  8,000,000,  in  the  other 
8,900,000.  t 

Quite  recently  this  subject  has  been  dealt  with  by  Dr. 
G.  A.  Gibson,+  who  contributes  two  observations  to  the  same 
effect  and  refers  to  three  others. 

As  to  the  condition  of  the  blood  in  hgemophilia,  it  will 
probably  be  admitted  that  the  natural  aspect  of  the  majority 
of  bleeders  is  sanguine  or  even  plethoric.  It  has  not  yet 
been  proved  that  there  is  an  absolute  excess  of  red  corpuscles, 
though  this  is  highly  probable  from  the  fact  that  they  have 
been  found  in  great  relative  excess  by  certain  careful 
observers,  e.  g.  Finger^  who  examined  the  blood  in  a  well- 
marked  case  of  ha3mopliilia  repeatedly  during  a  period  of 
nearly  five  weeks,  and  Assmann,  ||  who  made  similar  examina- 
tions in  another  case  during  fourteen  weeks.  The  latter 
found  on  an  average  1500  red  corpuscles  to  one  white. 

*  Journ.  of  Phi/sioloffv,  vol.  xii,  p.  327. 
t   Centralb.  f.  innere  Mediciti,  .luue  9,  1S94. 

X  Lancet,  Jan.  5,  ISt'o.     It  is  only  riirlit  to  state  that  Dr.  Gibson  considers 
the  increase  in  the  number  of  (•■>rpuscles  to  be  secoudarv  to  venous  stasis. 
§   Quoted  by  Grandidier,   Schmidt's  Jahrbiicher,  cxvii,  p.  334. 
II  Die  Saemophilie,  Inaug.-Du-sert.,  Berlin,  1869,  p.  31. 
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XXII. — Ganr/reuoiis  Umbiltcal  Hernia :  immediate  re- 
section of  gilt,  and  union  by  MurpJu/s  Imtton :  re- 
covery. Bv  GiLBRirr  Barltng.  Bead  March  1, 
1895'. 

A  FEMALE,  xt.  49,  was  admitted  to  the  Birmingham 
General  Hospital  on  the  afternoon  of  December  21, 
1894,  with  a  strangulated  umbilical  hernia. 

Until  December  17  the  hernia  had  been  reducible,  but  at 
4  P.M.  that  day  the  patient  had  severe  pain  at  the  umbilicus, 
and  found  she  could  not  reduce  the  hernia;  she  vomited 
at  6  P.M. 

The  vomit  began  to  be  offensive  in  the  evening  of  the 
18th  ;  vomiting  and  pain  continued  until  the  morning  of 
December  21,  when  both  ceased.  The  only  treatment 
ordered  before  admission  to  the  hospital  was  an  enema, 
administered  on  December  20,  and  which  caused  a  fairly 
copious  motion. 

On  admission,  the  patient,  a  stout,  anemic-looking  woman, 
had  a  fairly  placid  face;  her  pulse  was  90,  temperature  97°. 
She  had  not  vomited  for  some  hours,  and  was  not  in  pain. 
The  hernia  was  about  the  size  of  half  a  large  orange, 
flattened  out,  the  skin  over  and  around  it  was  considerably 
indurated  and  somewhat  reddened.  The  central  portion  was 
resonant.     No  attempt  at  reduction  was  made. 

Operation. — Incision  over  the  middle  of  the  hernia  showed 
slightly  strangulated  and  indurated  omentum  adherent 
nearly  all  over.  This  was  separated  and  removed,  liberating 
a  quantity  of  deeply  blood-stained  fluid,  behind  which  was  a 
loop  of  small  intestine.  The  gut  was  tense,  of  red-blue 
colour,  and  presenting  in  places  a  grey  appearance,  as 
though  from  sloughing  tissue  in  the  inner  coats.  The 
constriction  was  by  a  band  crossing  the  lower  margin  of  the 
hernial  opening ;  the  band  was  rather  flat,  about  \  inch 
wide,  and  nipped  the  gut  with  great  severity.  On  severing 
it  a  line  of  dead  white  gangrene  was  found  at  the  point  of 
constriction  on  the  entering  intestine.  The  intestine  was 
brought  well  outside  the  abdomen  and  carefully  packed 
round  with  sponges,  and  the  constricted  portion,  about 
5  inches,  with  a  V-shaped  piece  of  mesentery,  was  removed 
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witli  scissors^  the  gut  being  clamped  b}'-  assistant's  fingers. 
The  incision  was  carried  through  healthy  intestine  about  an 
inch  on  each  side  beyond  the  constriction.  There  was  rather 
troublesome  bleeding  from  the  divided  mesentery.  A 
running  suture  was  now  inserted  in  each  end  of  the 
intestine,  beginning  opposite  tiie  mesentery  and  ending  at 
that  point,  securing  approximation  of  the  two  layers  of  the 
mesentery  by  a  return  over-stitch,  so  that  the  gut  was  not 
denuded  of  peritoneum.  One  half  of  the  button  was  then 
inserted  into  each  piece  of  intestine,  the  running  suture 
tightened  around  its  shank,  and  the  two  portions  fastened 
together  with  moderate  firmness.  The  approximation  seemed 
very  secure,  and  no  other  sutures  were  used.  The  divided 
edges  of  the  mesentery  slightly  overlapped,  and  were  not 
sutured.  The  hernial  orifice  had  to  be  enlarged  to  permit 
the  return  of  the  bowel.     The  wound  was  entirely  closed. 

After-treatment  and  progress. — Feeding  was  entirely  by 
enemata  until  December  24',  when  a  little  milk  was 
given  by  the  mouth,  and  from  this  time  the  enemata  were 
gradually  left  off  as  food  by  the  mouth  was  increased.  There 
was  no  vomiting  at  any  time ;  flatus  was  passed  on  the 
22nd,  and  the  abdomen  throughout  was  flaccid  and  free  from 
tenderness.  The  pulse  ran  to  100  or  rather  more  for  a 
month  after  the  operation,  and  at  first  was  extremely  hard. 
The  bowels  were  evacuated  by  enema  on  the  eighth  day  after 
operation,  and  though  an  action  Avas  obtained  in  this  way 
nearly  everj  day,  the  button  was  not  passed  until  the 
twenty-fourth  day  after  operation.  It  contained  a  ring  of 
necrosed  tissue,  which  I  show  here. 

The  only  complaint  made  by  the  patient  was  of  occasional 
pain,  "  like  indigestion,"  felt  in  the  upper  part  of  the 
abdomen,  and  attributed  by  her  to  taking  milk.  Patient  is 
now  (February  28,  1895)  well  in  all  respects. 

Comments. — The  sudden  cessation  of  pain  and  vomiting 
when  they  had  existed  over  three  days,  the  hernia  not 
having  been  reduced,  suggested  gangrene,  although  the 
condition  of  the  hernia  itself  suggested  that  it  might  simply 
be  an  inflamed  irreducible  hernia. 

Resection  of  gut  and  immediate  union  was  determined  on, 
rather  than  the  formation  of  an  artificial  anus,  because  of  the 
patient's  good  general  condition,  and  because  it  appeared 
that  an  artificial  opening  would  be  high  up  the  small 
intestine,  a  most  undesirable  position. 

The  button  used  measured  barely  one  inch  in  diameter. 
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An  attempt  was  made  to  employ  a  size  larger,  but  it  would 
not  easily  enter  the  intestine. 

The  mere  insertion  and  securing  of  the  button  and 
approximation  of  the  intestine  was  very  easy,  much  easier 
than  the  approximation,  for  instance,  by  Senn's  plates. 

The  length  of  time  which  elapsed  before  the  button  was 
passed  was  probably  due  to  the  inactivity  of  the  intestine 
only,  the  woman  being  always  constipated.  For  this  reason 
she  was  allowed  to  get  up  on  the  twenty-second  day,  the 
button  being  passed  two  days  later. 

The  patient's  future  is  a  matter  of  great  interest. 

The  point  on  which  we  require  information  now  is  as  to 
the  continued  patency  of  the  united  intestine.  Will  the 
circle  of  union  produce  a  stricture.  If  it  does  not,  this 
method  of  union  has  a  great  advantage  over  many  others,  for 
it  is  a  matter  of  rather  frequent  experience  that  the  com- 
munications made  between  various  parts  of  the  alimentary 
tract  have  a  tendency  to  contract  and  may  become  completely 
closed. 
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XXIII. — A  case  of  Hj/sterical  Contracture  of  the  Legs 
of  two  years'  duration  siiccessfuUy  treated.  By 
Hector  W.  G.  Mackenzie,  M.D.  Bead  MarcJi  1, 
1895. 

THE  patient  whose  case  I  am  about  to  relate  is  a  young 
woman  who,  at  the  time  she  came  under  my  care  for  the 
contracted  condition  of  her  legs  to  be  presently  described,  was 
23  years  of  age.  I  had  first  seen  her  some  three  years 
Dreviously  at  the  Brompton  Hospital,  where  she  attended  on 
account  of  emaciation  and  pain  in  the  chest,  which,  it  was 
feared,  pointed  to  consumption.  Her  symptoms,  however, 
gave  little  support  to  this  idea,  and  finding  nothing  abnormal 
on  examination  of  the  chest,  I  thought  it  better  that  she 
should  be  treated  at  a  general  hospital,  and  arranged  that  she 
should  be  admitted  under  my  care  to  the  Royal  Free  Hospital. 

The  following  is  an  account  of  her  condition  on  that 
occasion,  recorded  in  January,  1890.  M.  W.,  £et.  20,  a  single 
woman.  Ansemic  and  extiemely  emaciated.  AVeight,  5  st. 
9  lbs.  Arms  and  legs  very  thin.  Abdomen  retracted  and  boat- 
shaped,  so  that  there  seemed  to  be  nothing  between  the  skin 
and  the  vertebrae,  its  surface  mottled  from  the  constant 
application  of  poultices,  and  more  or  less  tender  all  over,  but 
especially  so  in  the  left  iliac  region.  Thorax  long  and  con- 
tracted in  its  lower  part.  No  abnormal  physical  signs  in  the 
chest.  No  evidence  of  disease  of  any  of  the  abdominal  organs. 
Urine  normal.  Until  the  age  of  thirteen  the  patient  had  en- 
joyed good  health.  Then  she  had  an  attack  of  bronchitis  which 
lei't  a  liability  to  colds  from  which  she  suffered  in  subsequent 
winters.  Her  bowels  apparently  had  always  been  obstinate,  but 
about  the  age  of  eighteen  constipation  became  more  trouble- 
some, and  it  was  not  uncommon  for  it  to  last  ten  days  or  a 
fortnight.  About  the  same  time  she  began  to  suffer  from  pain 
immediately  or  soon  after  food,  and  from  attacks  of  vomiting 
which  generally  gave  relief  to  the  pain.  These  symptoms 
persisted,  and  the  patient  steadily  lost  appetite,  strength,  and 
tlesh.  Complete  amenorrhoea  had  existed  for  eighteen  months 
when  she  came  under,  treatment. 

The  subsequent  history  leaves  no  doubt  in  my  mind  that 
her  troubles  were   at  this  time,  as  they  were  in  their  later 
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developments,  purely  functional.  With  my  then  knowledge 
of  the  case,  I  must  say  I  was  inclined  to  believe  that  she  had 
gastric  ulcer.  The  treatment  adopted  was  to  regulate  the 
action  of  the  bowels  by  enemata  and  laxatives,  and  to  limit 
the  food  to  milk  and  chicken  broth.  While  in  the  hospital 
the  patient  continued  to  complain  of  pain,  but  there  was  no 
sickness.  The  pain  was  relieved  by  the  local  application  of 
blisters.  At  the  end  of  a  fortnight  the  patient  left  the 
hospital  at  her  own  request.  She  attended  after  this  as  an 
out-patient  for  a  month  or  so,  and  I  then  lost  sight  of  her  for 
a  time. 

It  appears  that  soon  after  she  ceased  her  attendance  she 
had  some  disappointment,  some  love  affair  I  believe,  following 
on  which  she  lost  power  in  her  legs,  and  had  to  be  taken  about 
in  a  bath  chair.  She  took  to  her  bed  in  the  following  winter. 
The  legs  soon  became  contracted  and  remained  so,  with  the 
result  that  the  patient  was  quite  bedridden. 

I  was  informed  of  her  condition  in  the  autumn  of  1892, 
and  agreed  to  admit  her  once  more  to  the  Eoyal  Free  Hospital, 
which  she  re-entered  on  October  22  of  that  year. 

She  was  now  twenty-three  years  of  age.  Her  condition  was 
a  very  pitiable  one.  She  was  even  more  emaciated  than  on  the 
previous  occasion,  her  weight  being  now  reduced  to  5  stone. 
It  was  impossible  for  her  to  extend  the  legs  on  the  thighs  at 
a  greater  angle  than  a  right  angle,  and  she  was  quite  unable 
to  leave  her  bed. 

On  examination  it  was  found  that  although  the  legs  could 
not  be  extended  beyond  the  right  angle  they  could  be  flexed 
up  to  the  normal  limit.  The  flexors  were  in  a  condition  of 
tonic  contraction.  The  movements  at  the  hips  were  normal, 
except  that  the  psoas  appeared  tighter  than  natural.  The  feet 
were  over-extended,  but  the  movements  at  the  ankles  and 
toes  were  noimial. 

I  may  add  here  that  on  several  occasions  the  patient  was 
put  under  the  deepest  anaesthesia  without  in  the  slightest 
degree  relaxing  the  tension  of  the  flexor  muscles,  and  it 
seemed  certain  that  any  attempt  at  forcible  extension  could 
only  result  in  rupturing  the  muscles  or  their  tendons. 

The  knee-jerks  coiild  not  be  elicited.  The  muscles  of  the 
thighs  and  legs  were  much  atrophied,  while  the  flexor  tendons 
were  hard  and  rigid.  The  electrical  reactions  of  the  muscles 
were  normal. 

The  following  measurements  illustrate  the  degree  of 
attenuation  : — The   o-reatest  circumference  of  the  calves  was 
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Sj  inches,  that  of  the  right  thigh  3  inches  above  the  patella  was 
9|  inches,  that  of  the  left  9-^-.  The  abdomen  at  the  umbilicus 
measured  22  inches,  and  the  thorax  at  the  nipple  level  29 
inches. 

There  was  no  sign  of  disease  in  the  chest. 

The  skin  of  the  abdomen  was,  as  before,  much  pigmented. 
The  abdominal  wall  was  extremely  depressed,  and  the  bony 
prominences  stood  up  very  plainly.  There  was  no  sign  of 
enlargement  of  liver  or  spleen. 

The  urine  was  normal. 

The  mental  condition  was  one  of  depression.  The  pa- 
tient talked  in  a  low  monotonous  tone — always  about  her  own 
ailments.  She  wept  without  assignable  cause.  She  seemed, 
however,  anxious  to  have  her  ]egs  made  right. 

There  was  no  anaesthesia  or  analgesia.  The  sole  of  the 
left  foot,  especially  about  the  ball  of  the  great  toe,  was  liyper- 
assthetic.  The  patient  complained  of  tenderness  over  the 
lumbar  and  lower  dorsal  vertebrae,  over  the  posterior  iliac 
spines,  along  the  iliac  crests,  in  the  groins,  and  over  the 
abdomen  generally.  The  special  senses  were  all  normal.  She 
was  continually,  however,  shutting  her  ejes,  and  said  she 
could  not  bear  a  bright  light.  The  catamenia  had  now  been 
absent  for  four  years. 

Her  appetite  was  very  bad.  Food,  she  said,  tasted  like  clots 
of  blood.  She  stated  that  she  had  occasionally  had  vomiting, 
spitting  of  blood,  and  pain  in  the  epigastrium  since  leaving  the 
hospital.  The  pain  had  been  relieved  from  time  to  time  by  the 
application  of  blisters.  Once  she  had  spat  enough  blood  to 
soak  a  handkerchief. 

She  had  sometimes  experienced  pain  and  difficulty  in 
micturition,  and  sometimes  at  night  had  wetted  the  bed. 

Since  her  legs  had  become  affected  she  had  had  three  fits. 
The  first  had  occui-red  two  years  before,  and  had  lasted  nearly 
four  hours.  During  the  fit  her  hands  were  clenched  and 
her  mouth  was  drawn  to  one  side,  but  she  had  never  bitten 
her  tongue. 

It  may  be  added  that  she  resided  with  her  parents.  Her 
mother  was  extremely  solicitous  about  her,  pitied  her  to  a 
degree,  and  humoured  her  in  everything.  One  sister  suffered 
with  incontinence  of  urine,  and  another  from  inflammation 
of  the  bladder. 

Putting  all  the  facts  together,  I  could  come  to  no  other 
conclusion  but  that  the  case  was  functional,  one  of  anorexia 
nervosa  combined  with  contracture  of  the  flexors  of  the  legs. 


Dr.  Mackenzie's  Case  of  Hysterical  Contracture  of  Legs.    147 

As  far  as  I  could  see,  only  a  functional  origin  could  explain 
a  limited  contracture  of  this  kind,  without  more  loss  of  power 
than  was  likely  to  accompany  simple  wasting  and  disuse 
of  the  muscles.  If  the  leg  affection  was  functional,  it  was 
only  natural  to  believe  that  the  gastric  trouble  was  of  the 
same  nature.  The  mode  of  onset  of  the  contracture  was 
■exactly  that  which  one  would  expect  in  such  a  case.  There 
were,  moreov^er,  fond  and  sympathising  relations  to  aggravate 
tind  perpetuate  all  the  symptoms.  Although,  however,  the 
disease  "was  functional  in  its  origin,  it  seemed  certain  that 
organic  changes  in  the  muscles  had  supervened.  I  was  aware 
of  the  belief  of  Charcot,  to  which  I  shall  refer  later  on,  that 
when  contracture  has  long  existed  it  becomes  incurable.  It 
seemed  at  first  sight  that  nothing  would  straighten  the  limbs 
■except  tenotomy,  and  with  the  extremely  wasted  condition  of 
the  muscles  there  was  avery  poor  chance  of  tenotomy  proving  a 
lasting  benefit.  The  absence  of  fibrous  adhesions  in  the  knee- 
joints  was  a  favorable  point.  I  felt  that  the  first  matter  of  im- 
portance was  to  improve  the  muscular  condition,  and  when  that 
was  accomplished,  I  hoped  that  by  carefully  graduated  exercise 
the  contracted  muscles  would  relax  and  the  limbs  straighten 
themselves.  To  cure  the  morbid  mental  condition  it  was 
obviously  essential  to  cut  off  the  patient  from  the  injudicious 
attentions  and  sympathies  of  her  relations,  and  accordingly 
all  visitors  and  letters  were  strictly  prohibited.  I  thought 
the  case  might  quite  well  be  treated  in  the  general  ward  of 
the  hospital  by  massage  and  a  liberal  dietary.  Here  I  should 
like  to  remark  that  I  do  not  believe  that  it  is  ever  essential  that 
an  hysterical  neurasthenic  patient  should  be  isolated  in  a  room 
by  herself.  Xo  doubt  it  is  an  advantage  in  some  cases,  but 
I  consider,  that  if  communication  wnth  friends  is  stopped, 
cases  can  be  quite  successfully  treated  in  the  general  wards. 
This  is  a  very  important  matter,  for  a  separate  room  is  often 
unattainable  and  its  employment  adds  greatly  to  the  cost  of 
treatment. 

I  have  myself  obtained  most  satisfactory  results  in  the 
general  wards, even  in  cases  where  failure  has  attended  Weir 
Mitchell  treatment  strictly  carried  out  by  complete  isolation 
in  a  separate  room. 

Massage  was  commenced  on  November  16.  It  was  ordered 
for  half  an  hour  twice  a  day,  the  legs  to  have  ten 
minutes  each,  the  abdomen  five  minutes,  and  the  arms  five 
minutes.  Her  food  was  supplemented  by  the  addition  of  five 
ounces  of  milk  between  each  meal. 
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The  massage  was  increased  to  tliree  quarters  of  an  hour 
twice  a  day  on  December  3,  and  to  an  hour  a  day  on 
December  9. 

Her  diet  was  also  soon  made  an  extremely  liberal  one,  so 
that  in  addition  to  substantial  meals  she  was  takino;  threa 
pints  of  milk  and  a  pint  of  strong  soup  in  the  twenty-four 
hours.  A  little  difficulty  arose  in  consequence  of  her  regur- 
gitating* small  quantities  of  food,  amounting  to  about  half  a 
pint  in  the  twenty-four  hours,  but  this  stopped  when  Dr. 
Ilendel,  who  was  then  the  house  physician,  threatened  that  if  it 
continued  the  patient  would  have  no  visitors  for  Christmas. 

At  the  end  of  five  weeks  the  patient  had  gained  a  stone  in 
weight.  Her  calves  now  measui'ed  9  inches,  her  thighs  lOi 
inches,  and  her  abdomen  24-|-  inches  in  circumference.  She 
had  become  much  more  cheerful  and  much  more  inclined  to 
occupy  herself  and  to  take  interest  in  her  surronndings.  An 
attempt  was  now  made  to  get  her  out  of  bed  and  to  make  her 
use  her  legs  a  little.  In  extreme  extension  the  legs  now  made 
with  the  thighs  an  obtuse  angle  of  130°.  A  mechanical 
contrivance,  consisting  of  a  high  rail  carried  on  wheels  in  the 
shape  of  a  pulpit,  proved  to  be  very  useful.  The  patient 
stood  in  the  interior,  supported  herself  on  the  rail  with  her 
arms,  mid  pushed  herself  and  "  the  pulpit "  along. 

On  January  6  my  colleague,  Mr.  Battle,  kindly  saw  the 
patient.  He  was  of  opinion  that  there  was  some  pathological 
change  in  the  muscles,  as  the  legs  could  not  be  straightened 
under  chloroform.  He  sug-gested  weight  extension,  but 
thought  there  might  be  liability  to  suppuration.  Failing 
extension,  he  advocated  tenotomy. 

However,  I  felt  hopeful,  as  the  patient  had  improved  so 
much  up  to  this  point,  that  by  continuing  the  treatment 
already  pursued  she  would  make  a  complete  recovery. 

The  massage  was  continued.  The  patient  was  made  to  go 
on  with  her  attempts  at  walking  exercise. 

The  contracture  gradually  but  surely  gave  way,  and  by 
the  beginning  of  February  the  legs  could  be  straightened 
except  for  an  angle  of  about  20°. 

The  calves  had  by  this  time  increased  2  inches,  and  the 
thighs  4  inches  in  circumference. 

The  patient  now  weighed  7  st.,  a  gain  of  2  st. 

By  the  middle  of  February  she  was  able  to  walk  alone. 

About  this  time  she  was  somewhat  alarmed  by  the  legs 
becoming  swollen  and  painful  when  she  Avalked,  but  that 
trouble  soon  passed  away. 
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She  was  discharged  from  the  hospital  on  the  17th  of 
March,  1893,  with  her  legs  straight  and  perfectly  able 
to  walk.  She  weighed  7  st.  11  lbs.,  showing  a  gain  of 
nearly  3  st.  during  her  treatment  in  the  hospital.  She 
had  changed  from  a  condition  of  melancholy  depression  and 
helplessness  to  one  of  cheerfulness  and  activity,  and  was 
extremely  grateful  for  the  alteration  for  the  better.  Her 
further  progress  has  been  completely  satisfactory.  She  has 
continued  to  put  on  flesh,  so  that  now  she  weighs  nearly 
11  St.,  and  looks  a  healthy,  well-nourished  woman.  She  leads 
an  active  life,  and  is  a  useful  member  of  society.  She  has 
but  one  trouble,  and  that  is  occasional  attacks  of  vomiting. 
For  this,  experience  has  taught  her  that  the  passage  of  an 
oesophageal  bougie  acts  as  a  certain  cure,  and  from  time  to 
time  she  attends  to  have  this  done. 

I  have  already  incidentally  referred  to  the  diagnosis.  Of 
great  importance  was  the  mode  of  onset.  There  had  been 
some  mental  trouble,  after  which  the  patient  had  taken  to 
her  bed  and  the  legs  had  gradually  become  contracted. 
There  was  nothing  to  suggest  that  there  had  been  neuritis. 
There  was  no  more  or  less  sudden  loss  of  power  as  in  the  case 
of  myelitis,  nor  did  the  condition  at  all  resemble  that  of 
paraplegia  from  myelitis  or  caries  of  the  vertebrae.  There 
was  nothing  to  point  to  the  existence  of  sclerosis.  It  is  worth 
while  again  mentioning  that  the  muscles  were  all  much 
wasted,  that  the  loss  of  power  in  them  was  only  commen- 
surate with  the  atrophy,  that  the  flexors  of  the  legs  were 
extremely  contracted,  that  the  legs  could  not  be  extended 
beyond  a  right  angle,  but  could  be  flexed  to  the  normal 
limit,  and  that  the  contracture  remained  unaltered  under  the 
deepest  anaesthesia. 

Cases  of  hysterical  contracture  such  as  this  are  not  at  all 
common.  I  have  never  myself  seen  an  exactly  similar  case. 
It  is  conceivable,  however,  that,  being  considered  incurable, 
they  are  not  often  brought  to  a  hospital,  and  are  more  likely  to 
come  under  the  notice  of  general  practitioners  or  the  medical 
officers  of  infirmaries.  But  even  those  with  the  largest  ex- 
perience speak  of  such  cases  as  rare,  and  it  must  be  borne  in 
mind  that  the  form  of  contracture  in  this  case  was  not  the 
usual  one  met  with  in  hysteria.  "  The  position  of  the  legs," 
writes  Dr.  Gowers,  "  in  the  paraplegic  form  of  hysterical 
contracture  is  rigid  extension.  The  flexor  spasm  occasionally 
seen  in  organic  disease  is  scarcely  ever  met  with  in  hysteria." 
This  opinion  is  supported  by  that  of   Charcot,  according  to 
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whom  the  permanent  flexion  of  the  thigh  and  of  the  leg  is  a 
condition  really  exceptional,  the  ordinary  type  being  rigid 
extension,  the  thigh  strongly  extended  upon  the  pelvis,  the 
leg  on  the  thigh,  the  foot  in  the  position  of  equino- varus,  and 
the  adductor  muscles  strongly  contracted. 

With  regard  to  prognosis  Gowers  states  that  severe  forms 
may  last  for  years,  the  contracted  muscles  becoming  per- 
manently shortened.  Charcot  remarks  that  in  all  cases  if 
cure  takes  place  it  will  take  place  suddenly,  but  sometimes 
the  contracture  persists  and  becomes  an  incurable  infirmity. 
It  is  obvious  where  the  muscles  have  become  shortened,  and 
under  the  deepest  anaesthesia  no  extension  is  produced, 
sudden  cure  is  a  physical  impossibility.  The  condition  of 
my  patient,  according  to  Charcot,  might  therefore  well  be 
thought  incurable. 

Weir  Mitchell,  whose  opinion  is  especially  valuable,  gives 
it  as  his  experience  that  the  chronic  spasms  of  women  with 
hysteria  are,  perhaps,  among  the  most  obstinately  unma- 
nageable of  all  the  graver  symptoms  of  this  disorder.  "  I  do 
not  see,"  he  says,  "  abrupt  recoveries.  We  earn  our  triumphs, 
as  a  rule,  by  intelligent  and  patient  care." 

As  regards  treatment,  I  have  little  to  add.  At  first  sight  it 
seemed  certain  that  the  muscles  were  permanently  shortened, 
and  that  nothing  but  tenotomy  would  permit  the  legs  to 
become  straight.  As  I  have  said,  I  am  very  doubtful 
whether  any  benefit  would  have  arisen  from  performing 
tenotomy  when  the  muscles  were  so  much  wasted.  When 
the  general  nutrition  was  improved  and  the  muscles  re- 
developed, it  was  found  that  tenotomy  was  not  required, 
the  legs  gradually  straightening  themselves  with  use.  Accord- 
ing to  Weir  Mitchell,  section  of  tendons  in  hysterical  con- 
tractions is  as  a  rule  unadvisable.  He  speaks  of  one  case 
where  in  despair  he  cut  several  tendons,  and  the  contractions 
returned  with  violence. 

In  view  of  the  generally  received  opinion  that  cases  of 
this  kind  are  usually  incurable  or  intractable,  it  is  very  satis- 
factory to  be  able  to  record  that  in  so  well-marked  and  long- 
standing a  case  as  that  of  my  patient  ordinary  methods  of 
treatment  have  proved  sufficient  to  establish  a  complete  and 
permanent  cure. 
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XXIV. — A  case  of  Cerebral  Tumour  {Sarcoma)  fol- 
lowing Iiijwrij.  By  Henry  Handford,  M.D. 
Bead  March  8,  1895. 

IT  is  well  kuown  that  blows  upon  the  head  are  very  fre- 
quently followed  by  headache,  pains,  and  other  nervous 
phenomena,  which  may  be  exceedingly  troublesome  and  per- 
sistent, but  which  almost  invariably  get  quite  well  in  the  end. 
And  in  the  more  severe  injuries,  where  recovery  does  follow 
at  all,  it  is  frequently  remarkably  complete  and  enduring. 

On  the  other  hand,  we  occasionally  meet  with  cases  hardly 
disiinguishable  at  the  beginning  from  the  first  group,  where 
the  patient  dies  in  a  few  months  of  cerebral  tumour.  The 
importance  of  distinguishing  between  these  two  classes  of 
cases  is  my  excuse  for  bringing  the  present  case  before  this 
Society. 

The  patient  whose  history  I  am  about  to  give  was  sent  to 
the  hospital  with  a  diagnosis  of  hysteria.  A  previous  and 
almost  exactly  similar  case,  of  which,  with  your  permission, 
I  will  give  a  short  resume,  was  sent  to  the  surgical  wards 
on  account  of  paralysis  of  the  leg,  supposed  to  be  due  to  an 
injury  to  the  hip,  without  any  suspicion  of  cerebral  disease. 

In  the  first  case*  a  coal-miner  was  crushed  by  a  fall  of 
coal.  There  was  no  scalp  wound  ;  he  did  not  lose  conscious- 
ness, and  with  the  assistance  of  two  companions  he  walked 
a  short  distance  to  his  home.  For  the  first  fortnight  he  was 
able  to  get  up  for  a  few  minutes  daily,  but  required  assistance 
in  getting  in  and  out  of  bed.  About  three  weeks  after  the 
accident  the  left  leg  began  to  "jump,"  and  a  week  later  a 
feeling  of  "  pins  and  needles  "  gradually  spread  up  the  leg 
to  the  side  of  the  trunk,  and  to  the  left  arm,  followed  by 
pain  and  gradual  loss  of  power.  Common  sensation  on  the 
left  side  was  diminished.  The  pupils  were  unequal,  and  while 
in  the  hospital  optic  neuritis  commenced  and  advanced 
rapidly.  The  paralysis  gradually  advanced,  and  spread  to 
the  right  leg,  the  mental  faculties  became  more  and  more 
blunted,  and  the  patient  died,  comatose,  eighteen  weeks  after 
the  accident,  without  at  any  time  having  had  fits  or  muscular 
spasm.  At  the  post-mortem  there  was  no  sign  of  injury  to 
the  bones  of  the  skull,  but  a  dark-coloured  tumour  was  dis- 
*  Brain,  1891,  p.  269. 
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covered  iu  the  cortex  occupying  the  upper  end  of  the  right 
ascending  frontal  convolution,  and  the  posterior  extremity  of 
the  superior  frontal,  bulging  slightly,  firm  to  the  touch,  and 
about  l\  inches  by  1  inch  in  size.  On  the  median  aspect  it 
occupied  the  greater  part  of  the  paracentral  lobule. 

On  microscopic  examination  of  the  tumour,  which  had 
been  hardened  in  Miiller's  fluid,  it  was  found  to  be  an  angio- 
sarcoma. There  was  an  abundance  of  small  round  cells, 
some  small  spindle  cells,  and  a  few  large  round  oval  nucleated 
cells.  The  intercellular  substance  was  scanty,  granular,  and 
in  some  places  fibrillated.  The  blood-vessels  were  very 
numerous,  of  large  size,  and  with  greatly  thickened  hyaline 
walls.  There  were  numerous  small  haemorrhages  and  several 
areas  of  degeneration. 

In  all  probability  the  primary  loss  of  power  in  the  left 
leg  was  due  to  a  heemorrhage  caused  by  the  accident,  and  the 
subsequent  paralysis  to  the  growth  of  the  tumour  in  the 
injured  tissues. 

The  next  case  bears  such  a  very  close  resemblance  to  the 
one  just  related  that  I  was  enabled,  by  a  recollection  of  the 
former  one,  to  come  to  an  exact  diagnosis  as  to  the  presence 
of  a  tumour  and  its  probable  nature,  but  the  material  did  not 
exist  for  a  very  exact  localisation. 

L.  M.,  set.  43,  was  admitted  August  16, 1894,  complaining 
of  "  pain  in  the  head,  and  sometimes  of  loss  of  use  in  the  legs." 

He  has  been  employed  as  cooper  at  a  brewery  for  thirty- 
one  years,  but  his  wife  says  he  is  exceptionally  temperate.  He 
has  been  a  strong,  healthy  man. 

Four  months  before  admission,  while  getting  out  of  a  cart, 
he  caught  his  foot  and  fell  six  feet  on  to  the  pavement, 
striking  especially  the  right  side  of  his  forehead,  and  injuring 
the  right  shoulder.  He  did  not  lose  consciousness,  and 
walked  home.  Next  day  he  seemed  quite  well,  except  for 
the  pain  in  the  shoulder  and  over  the  right  eye.  He  did  not 
vomit  at  the  time  of  the  accident,  and  has  not  done  so  at  any 
time  during  the  illness.  No  bruising  was  detected  upon  the 
head,  but  ''the  veins  stood  out  on  the  right  temple."  The 
headache  has  persisted  ever  since,  but  now  is  slightly  better ; 
it  has  been  very  severe.  He  has  had  no  fits  of  any  kind. 
After  about  a  fortnight  he  began  to  be  rather  despondent, 
especially  about  his  right  arm,  as  he  did  not  regain  much  use 
in  it. 

He  gradually  became  worse,  and  for  the  six  or  seven 
weeks  before  admission  was  chiefly  confined  to  bed.    He  could 
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walk  with  assistauce,  but  had  very  little  power  either  in  the 
arms  or  legs.  He  has  often  wetted  the  bed,  and  occasionally 
has  had  retention  of  urine  for  a  day,  but  has  never  required 
a  catheter  to  be  passed.  He  has  passed  his  motions  into  the 
bed  occasionally.  For  the  last  three  weeks  he  has  been  very 
sleepy.  He  was  seat  into  the  hospital  with  a  diagnosis  of 
"  hysteria  "  ! 

When  first  seen  he  lay  in  bed,  never  speaking  except  in 
answer  to  questions,  and  then  generally  in  monosyllables  and 
after  an  interval  of  nearly  a  minute.  His  face  was  flushed, 
he  yawned  frequently,  and  seemed  oppressed.  He  could 
move  all  his  limbs  freely,  buc  they  seemed  weak.  His 
articulation  was  quite  good. 

August  23. — He  lies  like  a  log  in  bed,  and  emptied  his 
bladder  and  rectum  into  the  bed ;  there  is  no  dribbling.  He 
waits  about  sixty  seconds  before  answering  a  question.  His 
breathing  is  noiseless  and  slow.  He  can  move  both  legs 
freely.  The  knee-jerks  are  increased  but  equal.  There  is 
no  loss  of  sensation  in  the  legs,  but  the  skin  is  rather  cold. 

The  right  arm  can  be  moved  freely,  and  sensation  seems 
normal. 

The  left  arm  is  colder  than  the  right,  and  the  muscles 
seem  wasted.  Common  sensation  is  not  lost,  but  is  much 
blunted.  The  grip  of  the  left  hand  is  very  feeble.  He  can 
extend  the  fingers,  but  not  the  elbow,  though  he  can  flex  it. 
He  can  put  the  left  arm  on  the  forehead  with  difficulty,  but 
not  on  the  top  of  the  head ;  and  when  placed  in  the  latter 
position  it  is  only  with  great  diflSculty  that  he  can  remove  it. 
He  does  not  move  the  lips  or  facial  muscles  when  told.  There 
is  probably  some  weakness  of  the  facial  muscles  on  the  left 
side,  as  when  the  whiskers  are  pulled  on  the  right  side  the 
muscles  of  expression  on  that  side  contract ;  but  when  they 
are  pulled  on  the  left  he  evidently  feels  the  pain,  but  there 
is  no  muscular  contraction.  The  pupils  are  equal,  moderately 
dilated,  and  do  not  contract  to  light.  It  is  impossible  to  fix 
his  attention  sufficiently  to  ascertain  whether  they  react  to 
accommodation.  There  is  very  extensive  optic  neuritis  in 
both  eyes,  with  numerous  small  hemorrhages  and  abundant 
exudation  of  lymph. 

His  pulse  varied  in  speed  from  70  to  104  per  minute,  but 
was  otherwise  regular,  full,  and  soft. 

August  27. — Paralysis  of  the  left  arm  and  leg  is  now 
nearly  complete.  He  was  noticed  to  contract  both  halves  of 
the    occipito-frontalis    equally    on    one    occasion;    but    the 
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muscles  of  the  lower  part  of  the  face  on  the  left  side  are 
weaker.  He  is  only  semi-conscious,  and  takes  no  notice  of 
his  surroundings.  Tapping  the  head  over  the  squamous 
portion  of  the  right  temporal  bone  causes  the  right  facial 
muscles  to  contract  violently  and  remain  in  spasm  for  many 
seconds.  Tapping  the  left  side  only  produces  slight  left 
frown.    The  eyes  frequently  deviate  conjugately  to  the  right. 

A  diagnosis  of  tumour  had  been  arrived  at;  and  an 
operation  Avas  thought  advisable  as  a  last  resource,  but 
without  much  expectation  of  cure.  The  localisation  of  the 
tumour  was  difficult.  The  absence  of  any  scar  prevented  the 
injury  being  used  as  a  guide  to  the  site  of  operation.  The 
complete  absence  of  epileptiform  fits  or  localised  muscular 
spasms  suggested  that  the  lesion  was  subcortical.  The  want 
of  any  indication  of  paralysis  of  the  cranial  nerves  or  of 
interference  with  the  medulla  seemed  to  indicate  that  the 
lesion  was  not  at  the  base.  The  severity  of  the  general 
symptoms  before  there  was  any  persistent  local  paralysis 
pointed  to  an  extensive  lesion  outside  the  direct  motor  tract; 
while  the  gradual  creeping  onset  of  paralysis,  affecting  finally 
the  left  face,  arm,  and  leg,  led  us  to  believe  that  the  lesion 
was  in  close  proximity  to  the  motor  tract,  and  on  the  right 
side  of  the  brain.  The  latter  point  was  borne  out  by  the 
history  of  the  original  injury.  It  was  much  more  difficult  to 
determine  whether  to  make  the  exploration  in  front,  behind, 
or  below  the  motor  area.  The  patient's  mental  faculties 
were  too  much  blunted,  even  on  admission,  for  any  accurate 
examination  of  his  special  senses  to  be  made.  But  he  could 
certainly  hear  and  see,  for  he  answered  questions  (though 
imperfectly),  and  could  count  fingers  and  recognise  faces. 
Therefore  it  was  thought  less  probable  that  the  injury  was 
in  the  occipital  or  temporo-sphenoidal  lobes,  and  it  was 
decided  to  trephine  immediately  in  front  of  the  motor  area, 
especially  as  the  history  of  the  accident  pointed  to  that 
region  as  the  site  of  the  blow. 

Accordingly  on  August  27  the  operation  was  most  ably  and 
skilfully  performed  by  my  surgical  colleague,  Mr.  Anderson. 
The  brain  bulged  excessively  into  the  opening,  but  no  sign  of 
tumour  could  be  detected,  though  the  brain  substance  was 
explored  to  a  depth  of  about  2  in.ches.  A  second  opening 
was  made  lower  down  with  a  similar  want  of  success,  though 
the  brain  substance  looked  slightly  discoloured.  No  further 
exploration  was  advised,  as  the  patient,  who  had  been 
getting  rapidly  worse  from  the  date  of  the  last  observations 
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until  tlie  time  of  the  operation,  was  in  an  extremely  prostrate 
condition.  Death  followed  in  about  twelve  hours,  and  at  the 
necropsy  no  fracture  or  other  injury  was  found  in  the 
calvarium.  The  dura  mater  was  normal.  There  was  a  con- 
siderable excess  of  clear  fluid  in  the  subarachnoid  space  and 
in  the  lateral  ventricles,  which  were  dilated.  The  membranes 
showed  no  abnormality,  except  some  darkening  and  opacity 
over  the  right  upper  temporo-sphenoidal  lobule,  the  centre  of 
the  second  or  middle  temporo-sphenoidal  lobule,  and  a  small 
portion  of  the  adjacent  parietal  lobe. 

On  a  horizontal  section  of  the  brain  being-  made,  a  mass 
about  4  by  1  .^  to  If  inches  was  seen  outside  and  behind  the 
right  corpus  striatum.  It  was  harder  in  texture  than  the 
surrounding  brain  substance,  ill-defined  at  the  margins,  dark 
red,  and  mottled  in  colour.  It  evidently  contained  much 
blood-pigment.  The  naked-eye  resemblance  of  the  growth  to 
that  in  the  former  case  was  complete.  Wishing  to  obtain  an 
independent  pathological  opinion  as  to  the  nature  of  the 
growth,  I  sent  a  portion  to  the  new  Clinical  Research 
Association  without  informing  them  of  the  opinion  I  had 
formed  in  the  previous  case.  The  report,  dated  September  21, 
runs  as  follows : — ''  The  tumour  is  a  vascular  sarcoma 
composed  of  ronnd  and  spindle  cells."  On  examining  the 
specimens  which  are  under  the  microscopes  in  the  ndjoining 
room,  I  find  that,  in  addition  to  the  round  cells  with  large 
single  nuclei,  and  the  spindle  cells,  there  is  an  abundant 
intercellular  substance  which  is  in  most  places  granular,  and 
in  some  finely  fibrillated.  In  other  portions  of  the  section 
there  is  a  coarse  stroma,  the  majority  of  the  meshes  of  which 
are  filled  with  well-defined,  closely-packed  red  blood-corpus- 
cles. The  walls  of  the  blood-vessels  are  much  thickened.  I 
think  there  can  be  no  doubt  that  the  growth  is  a  vascular 
sarcoma  or  angiosarcoma,  and  that  it  has  arisen  in  the  damaged 
tissues  injured  by  the  accident  described.  It  is  probable 
that  a  blood-clot  poured  out  at  the  time  of  tlie  accident 
formed  part  of  the  pabulum  upon  which  the  tumour  has 
thriven ;  but  the  blood  seen  in  the  sections  appears,  on 
account  of  the  integrity  of  the  corpuscles,  to  be  either  part  of 
more  recent  interstitial  extravasations,  or  part  of  the  vascular 
sinuses  of  the  tumour,  or  both. 

It;  is  stated  that  the  growth  of  a  tumour  in  the  brain  in 
consequence  of  an  injury  to  the  head  is  rare  ,  but  that  in  the 
recorded  cases  the  nature  of  the  tumour  has  been  of  very 
different  kinds,  including  both  tubercle  and  syphiloma. 
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XXV. — Gases  illusfratiug  the  association  of  Psoriasis 
with  Diabetes  MeUitus.  By  Kahl  Gtrube,  M.D., 
of  Neuenalir,  Germany.     Bead  March  8,  1895. 

GENTLEMEN, — Will  you  allow  me  to  bring  before  you  in 
this  paper  some  observations  which  I  have  made  on  the 
combination  of  diabetes  mellitus  with  psoriasis,  which  to  me 
seem  to  indicate  a  connection  between  these  two  complaints, 
and  which,  I  hope,  may  be  of  some  interest  to  you  ? 

Both  affections  are  still  surrounded  by  much  darkness, 
and  we  know  very  little  of  their  causes  and  their  pathology. 
Some  are  of  opinion  that  psoriasis  is  an  affection  of  the 
nervous  system,  and  they  call  it  accordingly  a  "  neurosis," 
which  is  a  very  convenient  term,  but  which  translated  into 
plain  language  does  not  say  more  than  that  we  have  to  do 
■with  an  affection  of  whose  character  and  causes  we  know 
nothing,  although  it  is  probably  of  nervous  origin.  This 
view  of  psoriasis  being  a  neurosis  has  been  strongly 
expressed  by  Professor  Polotebnoff,^  of  St.  Petersburg,  and 
some  years  before  by  Bourdillon  f  in  France. 

On  the  other  hand,  there  are  cases  of  diabetes  which  we 
are  unable  to  explain  otherwise  than  by  assuming  the 
existence  of  a  primary  affection  of  the  nervous  system  which 
leads  to  that  disturbance  of  metabolism  generally  known  as 
■diabetes  mellitus.  This  form  of  diabetes  has  been  called 
"  neui-ogenic  diabetes,^'  by  F,  A.  Hoffmann,  of  Leipzig.  It 
is  very  often  observed  in  young  persons,  and  is  not  seldom 
hereditary.  The  cases  in  which  I  observed  the  combination 
of  psoriasis  and  diabetes  belong  mostly  to  this  form. 

Before  bringing  these  cases  before  you  I  would  make 
some  short  remarks  on  what  I  have  found  in  literature  on 
this  combination. 

Affections  of  the  skin  are  not  unfrequently  observed  in 
diabetes,  although  I  have  not  been  able  to  find  in  books 
treating  of  diabetes,  any  remark  on  the  combination  of 
psoriasis  with  that  disease,  and  I  have  also  failed  to  find  any 
allusion  of  this  kind  in  books  on  diseases  of  the  skin.  We 
must    therefore    conclude    that    this    combination     is     not 

*  Dermatologisch  Studien,  Reilie  2,  Heft  5. 

t  '  Psoriasis  et  Arthropathies,'  Tkise  de  Paris,  1888. 
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frequent^  a  conclusion  whicli  is  confirmed  by  my  own 
experience,  as  I  have  met  with  it  in  only  five  instances  out 
of  about  200  cases  of  diabetes. 

But  turning  to  the  literature  which  deals  more  especially 
and  comprehensively  with  psoriasis,  I  have  been  able  to 
find  some  mention  of    the  association  of   the  two   diseases. 

Polotebnoff  refers,  in  his  paper  on  psoriasis,  to  diabetes 
mellitus  as  to  one  of  the  "  objective  disturbances  of  the 
nervous  system  to  be  observed  in  psoriasis  ;  "  and  Nielsen,"^ 
in  a  paper  also  dealiug  with  psoriasis,  remarks  that  he  found 
in  a  few  cases  chronic  nephritis  and  once  diabetes  inellitus. 
The  same  author  states  that  psoriasis  is  frequent  amono- 
Jews,  a  fact  also  known  of  diabetes. 

Gerhardt,  in  a  paper  "  on  the  relation  of  psoriasis  to 
chronic  joint- disease,"  t  also  refers  to  the  connection  of 
diabetes  and  psoriasis. 

This  is  all  I  have  been  able  to  find  on  the  connection 
between  diabetes  and  psoriasis. 

My  own  cases  are  as  follows  : 

Case  1. — Gentleman  39  years  of  age.  Father  and  sister 
died  of  diabetes.  Patient  has  been  suffering  from  psoriasis 
of  the  trunk  and  limbs  since  his  boyhood.  The  affection 
had  disappeared  for  some  years,  but  had  returned  five  years 
ago.  Diabetes  was  discovered  three  years  ago,  at  the  same 
time  there  was  a  great  increase  of  the  intensity  of  the 
psoriasis.  The  patient  said  that  the  affection  of  the  skin 
was  much  less  troublesome  when  his  general  condition  was 
best,  an  observation  whicli  I  was  able  to  confirm.  The 
patches  became  smaller  as  the  condition  of  the  patient 
showed  some  improvement.  But  w^iile  the  improvement  of 
the  psoriasis  lasted,  the  diabetes  advanced  more  and  more, 
and  the  patient  died  at  last  from  coma.  I  was  able  to  make 
the  post-mortem  examination.  There  were  only  secondary 
changes  to  be  found  in  the  nervous  system,  while  the 
pancreas  showed  no  sign  of  disease,  neither  by  macroscopical 
nor  microscopical  examination. 

Case  2. — Brother  of  Case  1,  30  years  of  age,  was  quite 
well  till  the  autumn  of  1893,  except  for  psoriasis,  especiallv  on 
the  back.  At  that  time  sugar  was  first  found  in  the  urine,  but 
it  disappeared  pi'omptly  on  restricted  diet.     Since  last  spring 

*   On  Psoriasis,  translated  for  the  Sydenham  Society, 
f  Berliner  Jclinische  Wochenschrift,  Sept.  17,  189J:. 
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the  diabetes  lias  become  more  severe^  the  patient  passing  sugar 
even  on  very  strict  diet,  and  since  the  autumn  of  1894 
symptoms  of  the  severe  form  of  diabetes  have  developed.  On 
the  other  hand  the  psoriasis  has  become  much  better,  in  fact 
it  has  nearly  disappeared. 

Case  3. — Gentleman  40  years  of  age ;  history  of  gout. 
Has  symptoms  of  severe  diabetes.  There  are  patches  of 
psoriasis  on  both  legs.  The  psoriasis  is  said  to  have  existed 
for  many  years,  and  to  have  been  very  troublesome  till  the 
diabetes  appeared,  when  it  got  ever  so  much  better. 

Case  4. —  -his  case  is  very  interesting.  Gentleman  55 
years  of  age.  The  psoriasis  began  as  early  as  1865;  there 
were  patches  on  the  head  and  trunk,  while  the  limbs  remained 
free.  The  affection  became  so  troublesome  that  the  patient, 
a  colonel  in  the  Russian  army,  had  to  give  up  the  military 
service.  The  diabetes  was  discovered  in  1892,  but  the  patient 
believes  that  as  early  as  1884  he  must  have  been  suffering 
from  it,  as  he  had  a  good  deal  of  thirst  at  that  time.  The 
psoriasis  was  very  bad  in  1882  and  1883,  but  was  much  better 
from  1884  till  1890.  In  1890  a  very  severe  attack  of  it  set  in, 
which  lasted  till  1891.  At  that  time  the  skin  affection  got 
somewhat  better,  but  the  patient  was  suffering  from  general 
weakness  and  was  losing  flesh,  which  symptoms  led  to  the 
discovery  of  sugar  in  the  urine  in  the  spring  of  1892.  In  June 
of  this  year  the  patient,  who  was  then  passing  6  per  cent,  of 
sugar,  was  treated  for  his  diabetes  at  Neuenahr,  where  a  great 
improvement  occurred,  for  after  five  weeks  he  was  passing  no 
sugar  at  all,  although  he  was  allowed  some  starchy  food,  and 
his  general  condition  improved  accordingly.  This  improve- 
ment of  the  diabetic  symptoms  lasted  during  the  following  two 
years.  On  the  other  hand  the  psoriasis  became  worse  again, 
the  skin  of  the  greater  part  of  the  body  being  affected.  In 
the  summer  of  189-i  the  patient  underwent  a  treatment  for  the 
psoriasis  which  seems  to  have  done  him  a  great  deal  of  good, 
but  as  I  learnt  by  a  letter  which  he  has  lately  written  to  me, 
the  amount  of  sugar  passed  in  the  urine  has  increased  again 
since  October  last,  and  he  has  now  to  be  more  careful  with  his 
diet. 

It  seems  to  me  that  we  are  justified  from  these  cases  in 
assuming  a  close  relation  between  the  two  affections,  especially 
if  we  consider  how  the  affection  of  the  skin  and  the  diabetes 
seem  to  alternate  with  one  another.     In  this  connection  it  is 
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interesting  to  note  tliat  Bazin  in  his  '  Le9ons  theoriques  et 
cliniques  sur  les  affections  de  la  peau  de  nature  artliritique  et 
dartreuse/  1868,  seems  to  have  observed  the  same  alternation 
between  psoriasis  and  affections  of  the  joints.  He  says  that 
the  former  became  less  pronounced,  the  more  intense  the  latter 
were. 

I  am  unable  to  explain  satisfactorily  the  association  of 
diabetes  with  psoriasis,  but  it  appears  to  me  that  the  combina- 
tion is  not  a  mere  coincidence. 


100    Mr.  Lane's  Case  of  Rupture  of  GalUhladder  and  Liver. 


XXVI. — Bupture  of  the  Gall-hladder  and  Liver  pro- 
duced hi/  violent  straining^  in  a  patient  suffering 
from  obstructive  jaundice ;  profuse  hsemorrhage  into 
the  hile-ducts  and  intestines  ;  death  within  five  days. 
By  W.  Arbuthnot  Lane,  M.S.  Read  March  8, 
1895. 

^/fES.  L,,  a3t.  54  years,  was  admitted  into  St.  John's  Hos- 
pital, Lewisham,  on  December  20,  1894.  She  was  seen 
at  a  dispensary  by  ]\lr.  Stokes,  of  Lee,  five  weeks  previously. 
He  found  her  to  be  deeply  jaundiced.  This  seems  to  have 
developed  more  than  two  months  previously,  during  which 
time  she  observed  that  her  motions  were  clayey  and  her 
urine  mahogany-coloured.  She  then  came  under  the  care  of 
Mr.  Eeginald  Clarke,  of  Lee  Park,  who  attended  her  subse- 
quently. She  could  not  give  any  history  of  a  previous  attack, 
nor  had  she  before  experienced  any  pain  or  discomfort  in  the 
region  of  the  gall-bladder.  Her  liver  was  definitely  enlarged, 
and  she  had  pain  about  the  gall-bladder.  Except  for  the 
presence  of  the  jaundice  she  seemed  comfortable, — so  much 
so  that  it  was  impossible  to  prevent  her  going  about  her 
household  duties. 

On  the  morning  of  December  16,  owing,  it  is  thought,  to 
her  having  taken  an  unusually  strong  purge,  she  was  attacked 
with  profuse  diarrhcea,  accompanied  with  very  violent  and 
distressing  straining.  During  a  severe  bearing-down  effort 
she  suddenly  exclaimed  that  she  had  felt  a  very  sharp  pain 
in  the  region  of  the  gall-bladder,  as  if  something  had  given 
way.  This  increased  in  severity  till  it  became  very  violent, 
Mr.  Clarke  was  sent  for,  and  found  that  her  abdomen,  which 
was  naturally  flaccid  and  without  much  fat  in  its  walls,  was 
distended  by  a  rounded  tumour  which  formed  a  considerable 
prominence  upon  its  surface.  It  occvipied  the  position  of  the 
gall-bladder,  being  connected  intimately  with  the  under 
surface  of  the  liver,  which  was  still  further  increased  in  size, 
and  presented  a  thick,  round,  hard  edge.  The  pain  was 
relieved  by  morphia.  The  diarrhoea  continued  in  a  slighter 
degree,  and  the  motions  consisted  chiefly  of  blood  in  con- 
siderable quantity.  Blood  was  passed  for  several  hours,  and 
subsequently  the    motions  were   dark  instead   of  the   white 
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pasty  colour  which  existed  before  this  recent  attack.  This 
fact  of  the  passage  of  blood  was  not  told  till  after  the 
patient's  death.  On  the  following  day  Mr.  Leopold  Bur- 
roughs  saw  her  in  consultation  with  Mr.  Clarke,  when  they 
found  the  tumour  larger,  but  the  pain  was  not  so  intense.  At 
this  time  the  patient's  general  condition  was  much  worse  than 
it  was  after  the  sudden  onset  of  the  pain  the  day  before.  It 
was  decided  that  an  operation  should  be  performed,  and  to 
this  the  patient  consented  on  the  20th,  when  she  was  moved 
into  the  hospital  for  that  purpose. 

On  her  admission  she  was  very  feeble ;  her  pulse  was 
about  90,  veiy  weak  and  irregular ;  she  was  very  drowsy,  but 
became  quite  conscious  when  aroused.  Her  temperature  was 
■97°.  She  did  not  pass  any  water  for  thirteen  hours,  and  then 
with  diflBculty.  Her  urine  was  mahogany-coloured.  Her 
bowels  were  opened  during  the  day,  and  the  material  passed 
was  dark  in  colour  and  very  offensive.  How  far  the  colour 
■was  due  to  digested  blood  and  how  far  to  some  bismuth  that 
had  been  administered  was  uncertain,  but  it  is  probable  from 
the  subsequent  history  of  the  case  that  it  was  chiefly  due  to 
blood. 

On  the  21st  she  was  much  worse.  Her  temperature  rose 
to  100°.  I  was  asked  to  see  her  with  the  view  of  operative 
interference,  and  I  saw  her  in  consultation  with  Messrs. 
Clarke  and  Burroughs  in  the  afternoon.  The  history  being 
very  imperfect,  we  found  it  difficult  to  account  for  the 
symptoms  which  developed  so  suddenly  except  on  the  suppo- 
sition that  a  stone  which  had  occupied  the  common  hepatic 
duct  had  passed  on  and  become  impacted  in  the  common  bile- 
ducts  and  so  caused  the  very  acute  distension  of  the  gall- 
bladder—a condition  which  occurs  but  rarely  under  such 
circumstances.  Although  we  felt  that  she  was  practically 
moribund,  we  hoped  that  by  rapidly  operating  and  draining 
the  gall-bladder  we  might  possibly  give  her  a  chance  of 
recovery.  We  therefore  exposed  the  gall-bladder  by  an 
incision  over  it.  The  tumour  protruded  at  once  through  the 
wound,  when  it  was  felt  to  be  firm  and  inelastic  like  a  soft 
growth.  On  incising  it  its  contents  were  found  to  be  coagu- 
lated blood-clot,  more  than  three-quarters  of  a  pint  of  which 
was  turned  out.  It  then  became  obvious  that  not  only  the 
gall-bladder  and  the  cystic  duct  but  also  the  common  bile-duct 
and  common  hepatic  ducts  were  enormously  distended  with  a 
similar  clot,  which  probably  extended  into  the  ducts  in  the 
liver,  so  that  no  benefit  could  result  from  a  further  removal 
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of  clot.  No  stone  could  be  felt.  She  died  the  same  uight> 
being  drowsy  and  apathetic,  but  capable  of  being  roused  into 
consciousness  up  to  the  last. 

Dr.  Clarke  arranged  for  a  post-mortem  examination,  and 
forwarded  the  parts  to  Dr.  Lauriston  Shaw,  the  curator  of 
the  museum  at  Guy's  Hospital.  The  following  represents 
his  report  of  the  conditions  found,  though  it  would  be  well  to 
mention  that  the  size  of  the  gall-bladder  and  ducts  with  their 
contents  diminished  very  considerably  during  the  several 
days  it  was  kept  in  spirit  and  water  previous  to  dissection. 
"  The  substance  of  the  liver,  the  duodenum  and  the  colon 
appeared  normal.  The  summit  of  the  gall-bladder  was 
sutured  firmly  to  the  abdominal  wall,  the  skin  of  which  was 
deeply  jaundiced,  and  a  large  drainage-tube  passed  through 
an  incision  in  the  parietes  into  the  gall-bladder.  The  gall- 
bladder was  distended  to  about  twice  its  normal  size,  and 
was  completely  filled  with  clotted  blood.  The  cystic  duct 
■was  dilated  but  not  thickened.  It  had  been  cut  in  removing 
the  preparation  and  did  not  contain  blood.  The  common 
duct  was  greatly  distended,  and  was  completely  filled  with 
firm  blood-clot,  which  extended  into  the  main  hepatic  duct 
and  into  the  branches  of  the  ducts  within  the  liver.  Many 
of  these  ducts  Avere  traced  throughout  their  course  in  the 
liver,  and  no  diseased  condition  of  their  walls  nor  any 
communication  with  the  blood-vessels  was  discovered. 

On  turning  out  the  clot  from  the  gall-bladder  it  was  found 
that  the  mucous  membrane  lining  it  was  lacerated  in  a 
longitudinal  direction  for  a  distance  of  about  an  inch  and  a 
half  in  the  anterior  wall,  and  that  the  rent  extended  for  a 
small  distance  into  the  substance  of  the  adherent  liver.  In 
the  absence  of  any  other  discovered  cause  for  the  hsemor- 
rhage,  it  appearsjprobable  that  this  laceration  of  the  mucous 
membrane  was  its  source,  and  that  the  blood  having  filled 
the  gall-bladder  made  its  way  into  the  bile-ducts.  The 
amount  of  distension  of  the  gall-bladder  found  at  the  post- 
mortem examination  will  hardly  warrant  the  view  that 
laceration  was  the  result  of  the  distension,  although  its 
great  size,  as  found  at  the  operation,  lends  some  weight  to 
this  suggestion.  No  gall-stone  was  found,  nor  any  other 
cause  for  the  jaundice  than  the  obstruction  of  the  ducts 
by  the  blood-clot.  If  the  laceration  was  the  cause  and  not 
the  result  of  the  haemorrhage  the  only  reasonable  explanation 
of  it  would  appear  to  be  an  injury." 

As  far  as  Mr.  Clarke  could  learn  from  the  friends,  there- 
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was  no  evidence  of  the  patient  having  sustained  any  direct  or 
external  violence  to  account  for  the  laceration  of  the  raucous 
membrane  of  the  gall-bladder  and  the  liver. 

On  account  of  the  very  definite  association  of  the  sudden 
onset  of  pain  in  the  position  of  the  gall-bladder  with  the 
violent  straining  effort  to  expel  fluid  faeces,  Mr.  Clarke  and  I 
assumed  that  the  rupture  resulted  from  force  exerted  in  this 
manner,  and  it  would  appear  highly  probable  that  such  was 
the  case.  It  is  possible  that  the  stone  which  produced  the 
obstructive  jaundice  was  forced  into  the  bowel  by  the 
pressure  of  the  blood  behind  it,  which  also  exerted  a  very 
considerable  dilating  influence  on  the  calibre  of  the  already 
very  much  dilated  common  duct,  and  that  it  escaped 
unobserved  in  the  evacuations  which  were  thrown  away  by 
the  friends. 

In  the  Transactions  of  the  American  Surgical  Associa- 
tion, 1893,  I  found  in  a  short  paper  by  Dr.  Willard,  entitled 
"  Cholecystectomy  for  impacted  gall-stones,"  the  following 
report  of  a  case,  which,  though  unfortunately  incomplete, 
would  tend  to  some  extent  to  support  the  explanation  of  the 
rupture  given  above. 

'^ Hepatic  colic;  rupture  of  the  gall-bladder;  collapse; 
death.  Male,  cet.  40.  For  thirteen  years  he  had  had 
occasional  attacks  of  sudden  intense  pain  in  the  right 
hypochondriac  region  with  vomiting  and  great  prostration, 
such  attacks  being  followed  for  a  period  of  a  few  weeks  by 
gastric  irritation,  after  which  he  would  be  in  good  health 
for  several  months.  He  had  an  attack  about  one  week 
previous  to  his  death,  but  was  relieved  by  chlorofonu, 
hypodermics,  &c. 

"  He  was  at  his  usual  duties  as  druggist  during  the  day, 
but  in  the  night  was  taken  with  a  severe  pain  in  the  region 
of  the  gall-bladder.  He  was  easier  after  a  time  and  slept  for 
an  hour.  About  6  a.m.,  when  on  the  commode  and  straining, 
his  wife  noticed  that  he  was  in  a  cold  perspiration.  His 
voice  became  feeble,  and  when  seen  by  Dr.  Dick  a  few 
moments  later  he  was  in  a  state  of  profound  collapse,  pulse- 
less at  the  wrist,  cold,  clammy,  and  unable  to  articulate. 
In  this  state  I  saw  him  in  consultation  at  10  a.m.  practically 
moribund.  Any  operative  interference  was  out  of  the  ques- 
tion. The  left  side  of  the  abdomen  was  flat  over  a  large  area 
of  the  left  hypochondriac  and  left  lumbar  regions,  probably 
from  bile,  blood,  &c.,  probably  from  rupture  of  the  gall- 
bladder or  duct.    He  never  had  symptoms  of  aneurysm.    The 
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abdomen  was  slightly  tympanitic  and  distended,  tempera- 
ture 97°.  Sinapisms,  lieat,  hypodermics  of  nitro-glycerine, 
digitalin,  strychnia,  &c.,  slightly  roused  the  heart,  and  he 
lived  till  7  p.m.  At  no  time  could  a  radial  pulse  be 
detected.  Autopsy  refused.  Evidently  rupture  of  the  gall- 
bladder, with  heemorrhage,  a  gall-stone  having  probably 
ulcerated  through  the  duct."  Though  the  diagnosis  was 
not  verified  after  death,  it  is  very  possible  that  the  patient 
died  of  haemorrhage  consequent  on  rupture  of  a  very 
vascular,  subacutely  inflamed  and  somewhat  distended  gall- 
bladder during  the  violent  straining  in  much  the  same 
way  as  the  urinary  bladder  will  rupture  under  similar 
circumstances. 

Such  a  sequence  of  events  as  occurred  in  my  patient  I 
have  not  read  of,  and  I  am  bringing  it  before  this  Society 
ro  learn  from  the  experience  of  others  whether  it  is  as  rare  as 
I  suppose.  It  would  appear  that  death  resulted  from  the 
very  complete  obstruction  brought  about  by  the  distension 
of  the  ducts  by  blood  rather  than  from  the  amount  of 
blood  lost,  which  must,  however,  have  been  considerable 
and  accessory  in  producing  an  early  fatal  termination. 
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XXVII. — Traumatic  Cystic  Lymjjho-sarcoma  of  the 
Shoulder  removed  after  five  years^  groivth  by  ampu- 
tation  of  the  right  tipper  extremity,  the  flap  being 
talcen  from  the  upper  half  of  the  arm.  By  Walter 
G.  Spencer,  M.S.     Bead  March  8,  1895. 

INTRODUCTORY.— The  case  here  described  is  noteworthy 
both  from  the  character  of  the  tumour  and  from  the 
operation  required  for  its  removal.  The  growth  was  of  a  rare 
structure,  and  whereas  its  early  course  was  insidious,  alarming 
symptoms  attended  its  later  career.  The  amputation  just 
sufficed  for  complete  removal,  but  it  left  the  entire  wound  to 
be  covered  by  a  flap  of  skin  from  the  upper  half  of  the  arm. 

Patient's  medical  history. — .J.  M.  C.,  aged  21,  an  ac- 
countant, is  a  native  of  New  Zealand,  where  he  has  always 
lived,  spending  much  of  his  time  out  of  doors,  and  having  had 
no  previous  illness.  None  of  his  family  have  suffered  from 
malignant  disease. 

In  April,  1889,  the  recoil  of  a  gun  bruised  his  right 
shoulder  over  and  above  the  clavicle.  Although  the  skin  was 
not  injured,  yet  afterwards  pain  was  always  felt  whenever  he 
shot  off  a  gun.  After  some  months  a  soft  swelling  was  found 
to  be  forming  at  the  seat  of  injury.  In  1891  he  took  advice, 
the  swelling  was  incised  and  "oily"  fluid  escaped.  In  Feb- 
ruary, 1892,  chloroform  was  administered  for  the  tirst  time, 
a  large  opening  was  made  into  the  swelling  and  the  clavicle 
scraped;  "^oily"  fluid,  but  never  pus,  was  discharged. 

From  February  to  October,  1893,  the  swelling  was  opened 
several  times  and  scraping  done,  after  each  of  which 
operations  the  wounds  healed  with  great  rapidity.  On 
October  1,  1898,  the  clavicle  was  removed  (subperiosteally  ?) 
and  some  cysts  drained.  In  a  month's  time  the  swelling  had 
become  as  big  as  before.  In  March,  1894,  three  openings 
were  made  and  drainage-tubes  inserted ;  the  incisions  still 
continued  to  close  most  rapidly,  and  had  to  be  reopened 
every  week.  During  this  time  he  had  several  attacks  of 
inflammation,  and  was  once  delirious.  His  right  arm  became 
swollen  and  his  general  health  seems  to  have  suffered,  so 
that  when  he  consulted  three  other  medical  men  they  said 
that  nothing  could  be  done,  and  that  he  might  not  live  more 
than   three    weeks.     He   took    ship  for   England  forthwith. 
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On  the  voyage  all  the  drain-openings  closed,  the  swelling  of 
the  arm  disappeared,  and  he  regained  robust  health. 

On  arrival  in  London  he  was  taken  by  Dr.  Frederick 
Mouat  to  see  Mr.  Macnamara,  who  being  about  to  leave  town 
kindly  transferred  the  case  to  me. 

The  condition  on  examination. — The  patient  was  found  to 
be  in  perfectly  good  general  health,  stout  and  muscular,  with  a 
fresh  colour,  and  thoroughly  cheerful.  No  evidence  of 
visceral  disease  nor  any  sign  of  secondary  growths  could  be 
discovered. 

Covering  the  right  shoulder  (see  Figs.  12  and  13)  was  a 


Fig.  12. 


Fig. 13. 


tumour  which  extended  from  the  third  rib  in  the  anterior 
nipple  line  to  the  spine  of  the  scapula  behind,  and  from  the 
inner  border  of  the  sterno-mastoid  muscle  to  the  point  of  the 
shoulder.  It  stood  up  from  the  shoulder  to  the  level  of  the 
angle  of  the  jaw,  and  caused  a  bulging  in  the  axilla  below. 
On  the  dome  of  the  tumour  were  numerous  scai's  which 
marked  the  site  of  former  incisions,  and  one  long  scar 
showed  Avhere  the  wound  had  been  made  for  excision  of  the 
clavicle.  The  tumour  was  clearly  cystic  and  multilocular, 
with  solid  material  beneath  the  central  portion,  but  none 
could  be  felt  at  the  periphery.  Over  the  prominent  part 
around  and  among  the  scars  the  skin  was  adherent,  but  at 
the  margin  the  skin  was  freely  movable. 

The  tumour  was  fixed  to  the  shoulder,  but  seemed  to  move 
a  little  with  the  latter  over  the  deep  structures  of  the  neck. 
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The  circulation  in  the  arm  was  quite  natural ;  there  was 
no  sign  of  compression  of  arteries,  veins,  or  lymphatics. 
The  only  veins  visible  over  the  tumour  were  among  the  scars. 
The  external  jugular  crossed  the  inner  part  of  the  tumour, 
having  been  pushed  nearer  to  the  middle  line  than  usual. 

Diafjnosis. — On  consultation  with  Dr.  Mouat  and  Mr. 
Macnamara,  it  was  agreed  that  the  growth  was  probably  an 
•encapsuled  cystic  sarcoma,  only  locally  malignant,  seeing 
that  after  five  years  and  in  spite  of  long-continued  irritation 
it  had  not  involved  the  vessels.  It  was  therefore  proposed 
that  the  upper  extremity  should  be  removed  provided  that 
the  encapsulation  were  confirmed  upon  incision,  and  provided 
that  the  vessels  could  be  securely  ligatured  beforehand. 

Operation,  September  14,  1894. — Dr.  Mouat  and  Mr. 
Macnamara  were  present,  and  I  was  greatly  assisted  during 
the  operation  and  in  the  after-treatment  by  Messrs.  Nowell, 
Dowler,  Morton  and  Nelson. 

Ether  was  administered  and  the  usual  precautions  against 
shock  were  taken.  I  commenced  by  an  incision  (see  Fig.  12) 
in  a  line  between  the  mastoid  process  and  the  sternum  from 
the  level  of  the  angle  of  the  jaw  to  the  junction  between  the 
second  rib  and  sternum,  and  passing  thence  over  the  tumour 
terminated  in  the  anterior  fold  of  the  axilla.  After  dividing 
some  fibres  of  the  pectoralis  the  bluish-grey  capsule  of  the 
tumour  was  exposed,  and  it  was  found  to  easily  shell  out  from 
the  surrounding  tissues.  The  wall  of  the  cjst  rent  on  forcible 
retraction,  and  material  like  broken-down  brain  escaped. 
This  escape  favoured  retraction  upwards,  which  would  have 
been  impossible  in  the  original  tense  state  of  the  tumour. 
The  junction  of  the  first  rib  with  the  sternum  was  the  land- 
mark made  out,  and  on  following  its  outer  border  backwards 
a  rod  of  bone  in  the  position  of  the  clavicle  about  as  thick  as 
a  lead  pencil  was  reached,  and  a  piece  resected  by  bone 
forceps.  Thus  the  subclavian  vein  was  exposed  and  ligatured 
close  to  its  junction  with  the  external  jugular.  A  second 
vein  of  the  same  size,  perhaps  an  enlarged  supra-scapular,  also 
joined  the  angle  between  the  external  jugular  and  subclavian, 
and  was  similarly  treated.  Upon  further  retraction  of  the 
shoulder  and  of  the  overlapping  cysts  the  outer  border  of  the 
first  rib  was  followed  backw^ards  to  the  scalene  tubercle,  and 
so  the  subclavian  artery  was  found  and  ligatured  immediately 
beyond  the  scalenus  anticus  to  the  proximal  side  of  the  origin 
of  the  posterior  scapular  artery.  The  rest  of  the  pectoral 
muscle  was    then    cut   through,   the    cords    of    the    brachial 
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plexus  divided,  and  the  supra-scapular  artery  caught  before 
division. 

The  posterior  incision  (see  Fig.  13)  was  made  by  starting 
from  the  upper  end  of  the  anterior  incision  across  the  back  of 
the  tumour,  along  the  upper  border  of  the  scapula,  and  over 
the  point  of  shoulder,  to  meet  the  first  incision  again  at  the 
anterior  axillary  fold.  The  flap  was  then  raised  from  the 
upper  half  of  the  arm  by  a  vertical  incision  down  the  inner 
side,  and  a  horizontal  one  round  the  middle,  below  the 
insertion  of  the  deltoid,  the  fascia  covering  the  muscles  being 
included  in  the  flap.  When  the  patient  had  been  rolled  to 
his  left  and  the  i-ight  arm  drawn  well  across  the  trunk,  the 
trapezius,  rhomboids,  and  latissimus  dorsi  were  divided,  only 
the  posterior  cervical  artery  spurting.  The  patient  having 
been  returned  to  the  dorsal  position  and  the  arm  drawn 
downwards  and  to  the  right,  the  tumour  was  shelled  out  from 
the  inner  side,  where  it  was  in  contact  with  important 
structures,  especially  the  internal  jugular  vein  and  pleura. 
The  sterno-mastoid  was  smaller  than  normal,  the  clavicular 
portion  having  wasted  after  the  removal  of  the  clavicle. 
On  separating  the  tumour  the  internal  jugular  vein  was 
seen  along  the  inner  border  of  the  wound,  also  the  external 
jugular  which  had  been  retracted  inwards.  The  dome 
of  the  pleura  was  blown  up  into  the  wound  with  respiration. 
The  sterno-mastoid,  the  scalene  muscles,  the  divided  ends  of 
the  scapular  muscles,  and  the  upper  two  ribs,  formed  the  floor 
of  the  wound.  The  omohyoid  ran  over  the  tumour,  the 
levator  anguli  scapulae  was  involved  in  the  growth  except  at 
the  upper  part,  where  it  was  divided  close  to  the  transverse 
processes. 

The  skin  of  the  upper  half  of  the  arm  was  not  an  excessive 
covering  for  the  wound  ;  the  skin  of  the  front  and  back  of  the 
neck  being,  of  course,  unyielding.  This  flap  was  a  source  of 
anxiet}",  for  its  blood-supply  could  only  reach  it  from  posterior 
cervical  and  dorsal  vessels  through  the  skin  of  the  axilla  and 
the  posterior  axillary  fold.  However,  it  lived  well.  The 
skin  covering  the  spine  of  the  scapula  and  the  acromion, 
naturally  thin,  had  to  be  raised  with  scarcely  any  sub- 
cutaneous tissue,  and  it  formed  a  bloodless  strip  across  which 
the  circulation  did  not  pass,  and  this  determined  the  death  of 
the  skin  beyond.  To  have  avoided  the  sloughing  which 
followed,  the  posterior  incision  should  have  included  the  area 
marked  by  dots  on  Figs.  12  and  13.  The  wound  was  sewn 
up  by  a  continuous  suture  (see  Fig.  14),  and  drains  inserted 
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at  the  angles.  The  operation  lasted  1^  hours.  The  patient 
soon  became  conscious,  but  remained  clammy  for  twelva 
hours,  after  which  there  was  a  reaction  during  which  he 
sweated  freely ;  the  pulse  rose  to  140,  the  respiration,  which  was 

Fig.  14. 


somewhat  superficial  and  catchv,  to  42,  and  the  temperature 
to  101°  F. 

The  wound  was  dressed  for  the  first  time  four  days  after 
the  opei-ation  ;  it  was  then  seen  that  the  patch  of  skin  marked 
by  the  dotted  area  of  Figs.  12  and  13  would  ultimately  slough 
as  far  as  the  line  of  skin  which  had  covered  the  spine  of  the 
scapula  and  acromion.  The  dusky  skin  was  raised  and 
iodoform  gauze  slipped  beneath  it,  and  afterwards  the  wound 
was  dressed  twice  a  day,  the  sloughing  skin  being  kept 
between  two  layers  of  gauze.  It  was  impossible  to  avoid 
some  suppuration,  but  it  was  mainly  limited  to  the  sloughing 
part,  and  all  the  line  of  union  formed  by  the  arm  skin  healed 
at  once.  A  line  of  demarcation  formed  but  slowh',  so  that  the 
whole  of  the  slough  was  not  removed  until  the  twenty-second 
day.  During  this  time  the  divided  muscles,  which  had  been 
so  well  developed  as  to  fill  out  the  base  of  the  flap  for  some 
days,  gradually  wasted,  and  then  this  base  of  the  flap 
travelled  forwards  and  upwards,  compensating  for  the  skin 
which  had  sloughed.  Knots  of  silk  from  the  ligatures  on 
the  vessels  worked  out  of  the  upper  part  of  the  wound  on  the 
twenty-second  day.  During  the  fourth  week  he  began  to  get  up, 
and  the  ulcer  left  by  the  sloughing  healed  completely  in  eight 
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weeks  (see  Fig.  15).  He  quite  recovered  his  former  strength, 
and  was  provided  with  a  shield  to  protect  the  side  and  to 
set  out  his  clothes  to  the  shape  of  the  opposite  shoulder. 
He  left  for  Xew  Zealand  early  in  December ;  the  appearance 
of  the  stump  at  that  time  is  shown  in  the  photograph  (Fig.  15). 

Fig.  15. 


Remarks. — Pathological. — The  multilocular  cj'stic  tumour 
which  I  now  show  will  be  preserved  in  the  Westminster 
Hospital  Museum.     It  has  much  shrunken  in  size  both  from 


Lymphosarcoma  of  the  Shoulder.  1  Ti- 

the collapse  of  the  cysts  after  the  escape  of  fluid  and  fi'oin 
the  action  of  spirit.  It  is  firmly  attached  to  the  scapula, 
especially  to  the  upper  part  of  the  venter,  has  involved  the 
muscles,  and  surrounds  the  vessels  beyond  the  point  where 
they  were  divided.  The  intercystic  solid  material  is  small  in 
amount,  and  has  the  appearance  under  the  microscope  of 
lymphatic  gland  tissue.  The  cells  are  similar  to  large  lymph- 
corpuscles,  consisting  mainly  of  a  nucleus  with  a  very  narrow 
zone  of  protoplasm  around,  and  containing  one,  two,  or  three 
nucleoli.  The  delicate  stroma  between  the  cells  is  similar 
to  retiform  connective  tissue. 

Where  this  tissue  lines  the  cysts,  and  is  in  course  of 
breaking  down,  the  cells  have  lost  their  logwood-staining 
property,  and  similar  cells  form  the  contents  of  the  cysts. 

If  this  tumour  originated  from  normal  tissue  of  the  same 
kind,  it  must  have  grown  from  the  subclavian  lymph  glands; 
and  if  this  was  indeed  the  case,  the  course  of  the  omohyoid 
across  the  tumour  would  be  explained.  When  the  patient 
says  that  "  oily  "  fluid  came  from  the  cysts  in  the  earlier 
stages,  I  understand  him  to  mean  serous  fluid,  as  only 
a  dermoid  cyst,  which  this  tumour  is  certainly  not,  yields  oil. 

My  difficulty  in  calling  the  growth  lympho-sarcoma  is 
twofold,  viz.  the  traumatic  origin  and  early  cystic  character. 
Hygroma  is  the  name  given  to  congenital  multilocular  cysts  ; 
they  are  not  traumatic  in  origin,  have  fibrous  tissue,  not 
lymphatic  gland  tissue,  between  the  cysts,  and  a  serous 
lining. 

Clinical. — The  first  incision  assured  me  that  the  growth 
could  be  easily  separated  from  surrounding  parts.  This 
encapsulation  was  an  all-important  factor  in  isolating  the 
vessels  and  in  separating  the  tumour  from  the  internal  jugular 
vein  and  from  the  pleura.  By  ligaturing  the  vein  first,  the 
limb  was  removed  full  of  blood  ;  but  this  is  in  accordance 
with  present  practice,  and  except  by  oozing  no  more  arterial 
Mood  was  lost.  The  subclavian  vessels  could  not  in  this  case 
have  been  reached  from  above  ;  but  of  course  the  method  of 
getting  to  them  from  below  is  only  applicable  to  such  a  case 
as  this,  for  the  vein  has  to  be  divided  first  before  the  artery 
■can  be  exposed.  The  method  allowed  me  to  take  the  first  rib 
as  a  sure  guide  to  both  the  vein  and  artery.  The  new  bone 
which  was  divided  had  formed,  I  suppose,  from  periosteum 
left  behind  in  the  removal  of  the  clavicle.  The  skin  which 
now  covers  the  site  of  the  wound  came  entirely  fi-om  the 
upper  arm,  and  was  from  the  first  well  supplied  by  blood. 
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The  result  of  the  sloughing  was  to  remove  the  skin  included 
by  the  dotted  area  on  Figs.  12  and  13.  I  recognised  at  the  time 
how  thin  was  the  skin  raised  from  the  acromion  and  spine  of 
the  scapula,  but  I  had  no  precedent  to  assure  me  that  such 
an  arm  flap  would  live  upon  the  blood-supply  from  posterior 
cervical  and  dorsal  vessels,  and  I  therefore  kept  all  the  skin 
I  could. 

Retrospective. — The  case  was  clearly  a  very  difficult  one 
from  the  first.  The  slow  development  of  the  cysts  naturally 
suggested  the  treatment  by  drainage,  whilst  later  on  a 
diagnosis  of  myeloid  sarcoma  growing  from  the  clavicle  after 
an  injury  was  naturally  formed  on  the  score  of  probability. 
As  the  tumour  continued  to  grow,  its  complete  removal 
could  only  have  been  accomplished  by  an  operation  attended 
by  great  risk  to  the  arm.  Granted,  indeed,  that  the  inevitably 
wide  loss  of  skin  could  have  been  replaced  by  transplanta- 
tion, would  not  an  attempt  to  remove  the  whole  of  the  tumour 
have  led  to  ligature  of  the  subclavian  and  suprascapular  veins 
and  so  to  gangrene  of  the  arm,  for  when  the  growth  began  to 
exhibit  malignant  characters  it  was  already  tending  towards 
the  axilla.  Therefore  I  cannot  see  how  any  operation  short 
of  the  one  performed  by  me  could  have  cui-ed  the  patient 
even  at  a  much  earlier  stage. 

The  exhaustion  from  the  treatment  by  drainage,  together 
with  the  septic  complications  which  had  caused  the  arm  ta 
swell,  seemed  to  those  who  saw  him  just  before  he  left  New 
Zealand  to  indicate  an  early  fatal  termination  from  secondary 
growths.  On  the  other  hand,  the  sea  voyage,  by  restoring 
his  general  health  and  by  eliminating  the  septic  complications,, 
showed  that  the  disease  was  still  circumscribed,  and  prepared 
him  in  a  most  satisfactory  manner  for  a  severe  operation. 

Prospective. — He  has  now  returned  to  New  Zealand.  The 
slow  development  of  the  lympho-sarcoma  during  five  years,, 
its  encapsulation,  its  complete  removal,  and  the  absence  of 
all  evidences  of  metastasis,  enable  one  to  give  a  good 
prognosis. 
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XXVIII. — A  case  of  Complete  Unilateral  Arrest  of 
Development,  ivith  arcus  senilis,  and  ivithout  hemi- 
plegia, in  a  girl  aged  twelve  years.  By  William 
Wallis  Ord,  M.D.     Read  March  8,  1895. 

SM.,  set.  12,  has  been  under  my  observation  at  tlie 
•  Victoria  Hospital  for  Children  for  some  years.  She  is 
the  third  of  six  children.  The  second  child,  a  boy,  died  of 
hydrocephalus  while  the  patient  was  ^w  utero.  The  mother 
nursed  him  in  his  illness,  and  was  greatly  distressed  thereby. 
The  other  children  are  healthy,  and  there  have  been  no  mis- 
carriages. There  is  no  history  of  epilepsy,  insanity,  or  any 
form  of  nervous  disease  either  on  the  father's  or  mother's  side. 

The  patient  was  born  at  full  term ;  delivery  was  natural, 
and  no  instruments  were  used.  Her  mother  states  that  she 
noticed  from  the  first  that  the  arm  and  leg  on  the  right  side 
were  smaller  than  those  on  the  left.  There  was,  however, 
apparently  no  paralysis  nor  any  rigidity.  The  child  began 
to  walk  at  about  the  age  of  eighteen  months,  but  was  always 
meeting  Avith  severe  falls  on  account  of  the  weakness  of  the 
right  leg.  Till  the  age  of  four  years  she  was  always  con- 
sidered to  be  *'  backward,"  but  no  history  can  be  obtained  of 
any  delay  in  dentition.  She  began  to  speak  at  about  the  age 
of  two  years;  her  speech  has  never  been  defective.  She 
has  never  had  any  fits,  and  with  the  exception  of  measles 
and  two  attacks  of  influenza  has  enjoyed  fair  health.  She 
has  always  suffered  from  attacks  of  headache,  which  have  of 
late  increased  considerably  in  severity. 

The  patient  is  a  thin,  delicate-looking  gii'l,  who  walks 
with  a  slight  limp,  and  with  the  left  shoulder  raised.  Her 
facial  appearance  is  striking.  Below  the  level  of  the  eye- 
brows the  right  side  of  the  face  is  markedly  smaller  than 
the  left.  Above  this  level  the  proportions  are  reversed,  the 
left  side  of  the  cranial  vault  being  smaller  than  the  right. 
The  differences  on  the  two  sides  affect  alike  bony  and  soft 
structures.  With  regard  to  the  facial  muscles,  those  on  the 
right  side,  although  the  smaller,  seem  to  act  more  strongly 
than  those  on  the  left.  This  I  consider  to  be  only  an 
apparent  difference,  due  to  the  fact  that  there  is  less  fat  to 
mask  their  movements  on  this  side.     At  all  events  there  is 
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no  loss  of  power  in  the  muscles  on  the  right  side,  as  may 
easily  be  seen  by  putting  the  inasseters  in  action. 

Fig.  16. 


Photograph  of  S.  M. 

The  palpebral  fissures  are  equal  on  the  two  sides.     The 
slight  differeuce  apparent  in  the  appearance  of  the  globe  of 
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the  right  side,  as  compared  with  that  on  the  left,  is  attributed 
by  Mr.  Hohnes  Spicer  (to  whom  I  am  indebted  for  the 
following  particulars  with  regai'd  to  the  eyes)  to  a  deficiency 
in    the    orbital    fat,    and   to   a  want   of  development  of   the- 

Fig.  17. 


Photograph  of  S.  M. 

margin  of  the  orbit.  The  pupils  are  equal  and  act  to  lights 
There  is  no  paralysis  nor  weakness  of  any  of  the  ocular 
muscles,  and  there  is  no  defect  in  accommodation,  which  is 
equal  on  the  two  sides.      The  movements  of  the  eyes  are 
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perfectly  free  in  every  direction.  There  is  nothing  abnormal 
in  the  fundi,  and  there  is  no  hemianopsia.  In  the  right  eye 
there  is  a  thin,  sharply- defined  arcus  above  and  below.  The 
left  eye  is  emmetropic,  V.  =  |-.  In  the  right  there  is  con- 
siderable myopic  astigmatism,  with  —2D.  Cy.,  V.  =  y^2"-  There 
is  no  difference  in  the  amount  of  hair  on  the  two  sides  of 
the  scalp,  or  of  the  eyebrows  or  eyelashes. 

The  ears  are  equal  in  size. 

The  tongue  is  protruded  straight,  and  its  movements  are 
good.  To  the  eye  the  right  side  is  evidently  smaller  than 
the  left,  and  to  the  touch  the  right  side  is  distinctly  more 
flabby  than  the  left.  Faradic  sensibility  unimpaired. 
■Smell,  taste,  and  hearing  are  natural. 

On  stripping  the  child  a  similar  difference  between  the 
size  of  the  limbs  and  trunk  on  the  two  sides  is  observable. 
The  following  measurements  will  demonstrate  approximately 
the  difference : 


Right. 

Left. 

Clavicle          ..... 

3|  inches. 

4  inches. 

Arm,    from    acromion    to     tip    of 

middle  finger      .... 

18 

m 

Girth  of  arm           .... 

5i 

5| 

„         forearm     .... 

5^ 

6 

Length  from  ant.  sup.  spine  to  tip 

of  internal  malleolus  . 

23 

24f 

Girth  of  thigh        .... 

111 

12 

„          calf            .... 

8^ 

9 

„         chest     at     level     of     the 

nipples 

m 

m 

Girth    of    head,    mid-occipital   to 

mid-frontal         .... 

10 

9i 

There  is  nowhere  any  loss  of  sensation.  There  is  no 
paralysis,  but  the  muscular  power  on  the  right  side  is  every- 
where less  than  that  on  the  left,  e.  g.  the  hand  grasp. 

All  voluntary  movements  are  free,  there  is  no  trace  of 
contracture,  and  no  inco-ordination.  Faradic  sensibility  is 
normal  on  the  two  sides.  The  superficial  reflexes  are 
present.  The  patellar  reflexes  are  absent  on  both  sides, 
and  there  is  no  clonus.  The  child's  intellect  is  good,  but 
she  is  rather  emotional.  She  is  said  to  be  clever  at  her 
lessons. 

In  this  case  we  have  a  deficient  development  of  the 
whole  of  the  right  side  of  the  body  below  the  level  of  the 
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eyebrow,  involving  bones  as  well  as  soft  structui^es.  Above 
the  level  of  the  eyebrow  the  conditions  are  reversed,  and 
the  left  side  is  the  smaller.  The  pathology  of  the  case  is 
obscure.  Obviously  it  has  relations  with  the  condition 
known  as  infantile  spastic  hemiplegia,  but  differs  from  that 
condition  in  there  being  no  real  paralysis,  no  rigidity,  and  no 


Cyrtometric  tracing  of  head  just  above  level  of  eyebrows. 


mental  deficiency.  The  comparatively  small  size  of  the  left 
side  of  the  skull  would  seem  to  point  to  an  intracranial  lesion 
on  the  left  side  of  the  bi-ain,  which  has  led  to  contraction,  or 
a  loss  of  substance  on  that  side.  Is  the  case  an  error  of 
development,  or  is  it  due  to  a  destructive  lesion  ?  The 
mildness  of  the  case,  and  its  non-progressive  character, 
may  seem  to  point  to  the  former.  With  regard  to  the  arcus 
I  have  no  note  of  its  presence  before  October,  1894,  but  I 
had  not  seen  the  child  then  for  some  months.  I  am  strongly 
under  the  impression  that  this  phenomenon  has  only 
VOL.  xxviii.  12 
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appeared  recently.  If  this  is  so,  perhaps  some  ophthalmic 
authority  could  say  if  this  would  throw  any  light  on  the 
patholog-y  of  the  case.  In  this  regard  I  may  mention  two 
cases  published  by  Mr.  Jessop  and  Dr.  Oswald  Browne  in 
vol.  xviii  of  8t.  Bartholomeiv's  Hospital  Reports.  These  cases 
were  described  under  the  heading  of  ''  hemiatropia  facialis." 
They  do  not  appear  to  have  closely  resembled  this  case, 
except  in  one  point,  that  there  was  progressive  atrophic 
trouble  in  the  eye  of  the  affected  side  in  these  cases,  viz. 
"  narrowing  of  the  palpebral  fissure,  sinking  in  of  the  eye, 
atrophy  of  the  orbit,  dilated  or  contracted  pupil,  corneal 
nebulae  and  ulcers,  conjunctivitis,  lagophthalmos,  and  later, 
as  a  result  of  these  trophic  changes,  destruction  of  the  eye.'* 

Fig.  19. 


Cyrtometric  tracing  of  chest  at  level  of  the  nipple. 

Whether  the  corneal  ulceration  in  these  cases,  and  the  arcus 
in  the  one  before  you,  may  show  any  connection  between 
the  cases  is  an  interesting  question. 

In  1887  Dr.  Judson  S.  Bury,  of  Manchester,  presented  a 
case,  very  similar  in  most  respects  to  mine,  before  the 
Medical  Society  of  Manchester,  and  he  has  kindly  lent  me 
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his  notes,  an  abstract  of  which  appeared  in  the  British 
Medical  Journal  of  that  year,  vol.  i,  p.  458.  There  were 
no  eye  symptoms  in  his  case,  but  the  difference  in  size  of 
the  two  sides  of  the  tongue  was  very  much  more  marked 
than  in  this.  A  figure  of  his  case  appears  in  his  Clinical 
Medicine.  There  was  a  history  of  "  fits "  in  the  mother 
during  pregnancy,  corresponding  to  the  mental  strain  and 
anxiety  in  the  same  period  in  this  case.  Otherwise  the  two 
cases  appear  to  be  identical,  and  I  may  with  advantage 
quote  his  remarks  on  his  case. 

''  Whether  the  porencephalic  defect  is  due  to  defective 

Fig.  20. 


Cyrtometric  tracing  of  pelvis. 

development  or  to  a  destructive  lesion  is  not  very  easy  to 
say;  the  foetus  may  have  suffered  from  convulsions  when  the 
mother  did,  and  it  is  conceivable  that  the  fits  disturbed  the 
cortex,  and  led  to  impairment  of  the  function  of  the 
ganglionic  cells  there,  and  so  to  impaired  development  of 
the  motor  area  on  that  side." 

On  the  whole  I  am  disposed  to  regard  it  as  an  extremely 
mild  form  of  infantile  spastic  hemiplegia. 
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XXIX. — Case  of  Acute  Intestinal  Obstruction  due  to 
volvulus  of  the  sigmoid  flexure  :  abdominal  section  : 
recovery.  By  F.  Lucas  Benham,  M.D.,  and  A. 
Quarry  Silcock.     Bead  April  26,  1895. 

MRS.  X.,  set.  56,  widow.  Had  lived  in  India  for  the  first 
thirty  years  of  her  life;  while  there,  about  thirty- 
years  ago,  she  had  a  sunstroke,  in  consequence  of  which 
her  mind  became  affected,  and  she  has  remained  permanently 
in  a  state  of  chronic  mania.  She  is  harmless,  gentle,  and 
tractable,  seldom  getting  much  excited ;  but  is  almost  con- 
stantly talking  to  herself,  holding  a  rather  incoherent 
dialogue  between  herself  and  imaginary  people.  She  is 
observant  of  what  passes,  but  cannot  attend  rationally  to 
anything.  She  is  generally  clean  in  her  habits,  and  is  not 
mischievous  or  destructive.  Some  time  ago  she  was  con- 
fined for  a  while  in  an  asylum ;  but  being  harmless  and 
not  requiring  to  be  kept  under  lock  and  key,  she  was  re- 
moved and  has  since  been  under  private  care  in  the  country. 
Some  months  ago  she  had  some  dropsy,  which  has  quite 
passed  away.  On  Thursday,  November  1,  1894,  she  came 
up  to  town  with  the  lady  who  takes  charge  of  her.  She 
seemed  quite  well  at  the  time,  though  on  the  morning  of  her 
journey  her  abdomen  was  noticed  to  be  somewhat  fuller 
than  usual.  She  had  slipped  while  walking  in  the  garden 
a  few  days  before,  but  this  did  not  appear  in  any  way 
serious  and  but  little  notice  was  taken  of  it.  She  has 
always  suffered  from  obstinate  constipation,  requiring 
frequent  aperients  to  overcome  it ;  but  for  several  days 
before  coming  to  London  the  bowels  had  acted  with  un- 
usual regularity,  more  or  less  daily. 

On  November  2  the  bowels  were  confined  and  she  seemed 
uncomfortable.  A  dose  of  Cascara  Sagrada  was  given 
without  effect. 

November  3. — She  was  kept  in  bed  in  consequence  of 
having  taken  medicine  overnight,  and  an  enema  was  given 
without  any  result.  In  the  evening  she  had  ^  oz.  castor  oil, 
which  made  her  sick,  and  some  fish  which  she  had  had  for 
dinner  was  also  vomited  in  the  night. 

November  4  (Sunday). — Patient  seemed  ill  and  vomited 
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frequently^  whatever  was  taken.  She  also  vomited  about 
2  oz.  of  black  stuff  like  coffee-grounds  (altered  blood  ?) 
Bowels  not  open.  Seemed  to  have  some  pain  in  abdomen, 
chiefly  on  the  left  side. 

I  was  sent  for  and  saw  her  about  midday.  She  was  then 
lying  in  bed  on  her  left  side,  with  her  legs  somewhat  drawn 
up,  and  looked  thin,  weak  and  anxious,  face  dingy  and 
pinched.  Was  very  quiet ;  seemed  demented ;  did  not  speak 
except  for  talking  to  herself  in  a  low  voice ;  understood  and 
would  respond  partially — e.g.  would  protrude  her  tongue  when 
asked  to.  Tongue  clean  and  moist.  Pulse  84,  small,  regular. 
Abdomen  much  distended,  moderately  tense ;  no  tenderness; 
no  fluctuation ;  tympanitic  all  over  ;  colon  evidently 
occupying  whole  of  flanks,  and  reaching  high  beneath  ribs ; 
peristalsis  not  visible.  Rectum  empty ;  no  faeces ;  no  tumour 
or  any  other  morbid  condition  felt. 

Diagnosis. — Intestinal  obstruction,  probably  in  the  sigmoid 
flexure  or  lower  part  of  descending  colon.     Cause  doubtful. 

I  gave  an  enema  of  castor  oil  Jj,  olive  oil  *viij,  and 
plenty  of  soap  and  water.  Most  of  this  returned  at  once 
without  any  fasces.  I  then  ordered  calomel  gr.  iij  with 
rhubarb  gr.  v,  which  was  vomited  almost  directly. 

At  4  P.M.  she  seemed  a  little  better,  but  had  vomited 
milk  and  soda  water  which  she  had  swallowed,  though 
she  had  kept  down  a  little  milk  and  whiskey.  Bowels 
not  open.  Slept  frequently.  I  thought  it  desirable  that  a 
surgeon  should  see  her  with  a  view  to  a  speedy  operation ; 
so  at  7  P.M.  I  had  a  consultation  with  Mr.  Silcock.  There 
was  then  a  very  small  quantity  of  faeces  in  the  rectum,  and 
we  agreed  to  have  one  or  two  similar  enemata  given 
during  the  night,  and  to  operate  next  day  if  there  was  no 
relief.     Temperature  99*6°. 

November  5. — Two  enemata  had  been  given  without  any 
effect,  and  caused  some  pain.  Patient  had  been  continually 
sick;  had  kept  down  a  little  whiskey  but  nothing  else,  and 
had  vomited  some  more  of  the  coffee-grounds  stuff,  but  there 
was  no  stercoraceous  vomiting.  Patient  looked  weaker ; 
pulse  96. 

At  3  P.M.,  after  two  enemata  of  brandy  and  beef  tea 
and  1  oz.  brandy  by  mouth  had  been  given,  I  put  her  under 
chloroform,  and  Mr.  Silcock,  assisted  by  LIr.  Crowle,  per- 
formed abdominal  section.  During  the  operation,  which 
lasted  about  Ij  hours,  she  was  very  slightly  sick. 

Notes  of  the  operation  (by  Mr.  Silcock). — The  abdomen 
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was  opened  by  a  four-inch  incision  in  tiie  middle  line 
below  the  umbilicus.  Beneath  the  wound  lay  an  enor- 
mously distended  piece  of  large  intestine  forming  part  of 
a  loop  which  reached  upwards  to  the  diaphragm,  and  below 
to  the  brim  of  the  pelvis.  At  this  level  and  to  the  left  of  the 
middle  line  a  twist  of  the  gut  could  be  felt,  and  the  lesion 
was  at  once  recognised  asthatof  volvulus  of  the  sigmoidflexure. 
The  involved  loop  of  intestine  was  congested,  but  not 
extremely  so.  It  was  so  distended  that  it  could  not  be 
delivered  through  the  wound,  therefore  it  was  punctured 
with  the  needle  of  a  hypodermic  syringe  in  order  to  let  off 
the  contained  gas.  The  latter  escaped  very  slowly,  hence  a 
larger  vent  was  made  bypassing  a  tenotomy  knife  through  the 
walls  of  the  gut  transversely  to  its  long  axis  ;  through  this 
opening  a  large  quantity  of  gas  and  some  fluid  fseces  were 
evacuated.  Every  precaution  was  taken  to  prevent  the  faecal 
matter  from  infecting  the  peritoneum  during  this  procedure. 
The  distension  of  the  bowel  being  thus  materially  lessened, 
the  twisted  loop  could  now  be  easily  brought  out  through  the 
wound  in  the  parietes.  As  much  ftecal  matter  as  would  readily 
flow  through  the  small  opening  was  allowed  to  tscape,  then 
the  wound  was  closed  by  means  of  three  Lembert's  sutures, 
fine  silk  being  used.  The  twist  was  undone  by  turning  the  right- 
hand  section  of  the  loop  forwards  and  to  the  left  over  the  left- 
hand  section.  (From  this  it  will  be  obvious  that  the  volvulus 
was  the  result  of  twist  of  the  sigmoid  flexure  through  half  a 
circle  in  a  direction  forwards  and  to  the  right) . 

As  soon  as  the  volvulus  was  reduced  and  the  gut  restored 
to  its  normal  position,  the  contents  of  the  distended  loop 
passed  onwards  into  the  rectum.  In  order  to  facilitate  the 
expulsion  of  the  retained  faeces,  the  vaginal  tube  of  a  Higgin- 
son's  syringe  was  passed  through  the  anus,  and  through  this 
large  quantities  escaped,  aided  by  gentle  manipulation  of  the 
distended  and  paralysed  gut. 

The  peritoneum  was  cleansed  in  the  usual  manner,  the 
parietal  wound  closed  and  dressed  with  cyanide  of  zinc 
and  mercury  dressings,  a  firm  flannel  bandage  being  applied 
over  them. 

The  wound  was  dressed  on  November  8th,  12th  (three 
stitches  removed),  and  16th  (rest  of  stitches  removed),  and 
was  quite  healed  on  the  20th. 

After  the  operation  was  over  she  was  very  much  easier, 
and  did  not  vomit  at  all.  Pulse  84,  slightly  uneven  ;  tongue 
clean  and  moist ;  temperature  100*2°. 
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After  the  operation  the  patient  did  very  well,  and  gra- 
dually returned  to  her  natural  state,  without  any  complication 
of  any  consequence. 

The  course  of  events  may  be  epitomized  as  follows  : 

She  had  no  abdominal  distension  or  pain  whatever,  but 
throughout  convalesence  lay  quietly  in  bed  in  a  passive  con- 
dition, seeming  to  take  but  little  heed  of  what  had  taken 
place,  sleeping  by  night,  and  talking  to  herself  in  a  low  voice 
or  out  loud  most  of  the  day. 

The  bowels  acted  very  freely.  A  large  quantity  of  pulpy 
grey  faeces  passed  directly  after  the  volvulus  had  been  reduced, 
and  continued  to  do  so  at  short  intervals  for  the  next  two  or 
three  days,  and  then  the  stools  were  more  lumpy  and  slimy. 

A  small  dose  of  castor  oil  was  given  on  November  11th  and 
again  on  the  13th,  which  had  good  effect.  From  the  15th 
onwards  the  bowels  were  confined,  and  were  relieved  speedily 
and  satisfactorily  by  an  enema  on  alternate  days. 

There  was  no  vomiting  at  all. 

The  tongue  was  moist  directly  after  the  operation ;  but 
next  day  it  became  very  dry  and  brownish,  and  kept  more  or 
less  dry  for  some  time,  not  becoming  altogether  moist  and 
natural  for  more  than  a  fortnight.  I  am  inclined  to  think 
that  this  was  due  to  absorption  of  iodoform,  for  the  dryness 
diminished  as  the  raw  surface  healed,  and  quite  disappeared 
directly  the  iodoform  was  no  longer  required  or  used,  and 
there  was  no  other  cause  that  I  am  aware  of  to  account  for 
this  dryness. 

The  temperature  was  a  little  over  99°  before  the  opera- 
tion, and  rose  to  100'2°  in  the  following  evening.  From  this 
time  it  never  rose  so  high,  but  varied  generally  from  98°  to 
99°,  occasionally  falling  below  98°,  for  nearly  a  fortnight,  and 
after  this  was  normal  or  subnormal. 

The  pulse  was  96  before  the  operation,  84  immediately 
after.  For  two  or  three  days  it  was  slightly  intermittent. 
Its  rate  remained  a  little  over  80  till  the  temperature  became 
normal,  and  then  dropped  gradually  to  70  and  QQ. 

Respiration  normal  throughout.  Diaphragm  descended 
freely.  There  was  no  cough.  Urine  scanty,  dark  and  turbid 
for  two  or  three  days,  and  then  became  abundant  and  clear. 
Some  care  had  to  be  taken  to  keep  the  patient  clean  and  dry, 
as,  owing  to  her  mental  condition,  she  would  often,  if  not 
always,  pass  urine  involuntarily,  or  without  giving  the  nurse 
any  notice. 

Diet. — Patient    was    given    nutrient   enemata   only   for 
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thirty  hours  after  the  operation  ;  but  the  bowels  were  acting 
so  frequently  that  this  method  was  not  at  all  successful. 
Food  was  given  by  the  mouth  on  the  second  night  following 
the  operation  in  the  shape  of  2oz.  arrowroot  and  milk  or  2oz. 
beef  tea,  each  with  |  oz.  brandy,  at  intervals  of  four  hours. 
On  November  7  she  was  ordered  one  pint  each  of  milk  (with 
Liq.  Calcis  Sacch.),  barley-water,  and  beef  tea,  and  4oz. 
brandy,  in  twenty-four  hours,  in  small  quantities  at  short 
intervals.  This  diet  was  by  degrees  changed  for  more  abun- 
dant, varied,  and  solid  food.  She  took  all  that  was  given  her 
readily,  and  without  suffering  any  ill  effects.  As  she  had  no 
teeth,  regard  had  to  be  paid  to  giving  food  always  in  a  condi- 
tion that  did  not  require  efforts  of  mastication. 

She  was  kept  lying  on  her  back  for  twenty-one  days,  and 
during  all  this  time  she  remained  perfectly  quiet  and  did  not 
meddle  with  the  dressings.  In  a  few  days  after  being  allowed 
to  sit  up  she  was  dressed  and  able  to  walk  about,  looking 
very  little  the  worse  for  her  accident. 

Remarks. — We  considered  this  case  worthy  of  beingbrought 
before  the  Society  because  of  the  rarity  of  cases  of  volvulus 
that  have  been  cured  by  operation.  In  fact  we  have  been 
able  to  discover  only  one  such  instance  on  record  of  recovery 
after  abdominal  section.  This  other  case  is  narrated  in  the 
Lancet,  1883,  vol.  ii,  and  was  under  the  care  of  Mr.  Clarke, 
of  Glaso-ow.  It  was  in  some  respects  remarkable,  the  ob- 
struction having  lasted  about  three  weeks  before  operation 
seemed  imperative,  and  was  unattended  throughout  by 
vomiting. 

Ours,  on  the  other  hand,  was  more  acute. 

I  think  it  was  impossible  to  determine  before  opening  the 
abdomen  the  nature  of  the  obstruction ;  possibly  the  absence 
of  visible  peristalsis  might  have  led  one  to  suspect  that  the 
colon  was  displaced,  possibly  from  a  twist.  On  the  other 
hand,  the  coffee-grounds  vomit  made  one  take  into  account 
the  possibility  of  there  being  some  cancerous  tumour  involv- 
ing the  stomach ;  but  I  thought  it  most  likely  that  the 
heemorrhage  was  merely  due  to  congestion  of  the  mucous 
membrane  of  the  stomach  and  straining  with  vomiting,  and 
did  not  attach  much  importance  to  it. 

Also  the  leanness  and  Indian  complexion  of  the  patient 
went  further  to  suggest  cachexia  from  the  presence  of  malig- 
nant disease. 

I  will  not  enlarge  upon  the  pathology  of  the  disease,  as, 
thouo-h  not  much  is  precisely  known  about  it,  it  is  probably  a 
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simple  mechanical  affair.  I  believe,  however,  in  this  case  that 
the  bowel  got  somewhat  displaced  and  twisted  by  the  slip  she 
had  met  with,  as  mentioned  above,  while  it  was  loaded  with  a 
large  accumulation  of  feeces ;  that  the  slight  twist  could  not 
rectify  itself,  but  became  aggravated  by  the  natural  peristaltic 
movements. 

It  is  well  known  that  in  some  insane  patients  the  colon  is 
misplaced  and  contorted.  I  have  myself  seen  two  or  three 
times  at  least  the  peculiar  V-shaped  bend  of  the  transverse 
colon  towards  the  pubes ;  but  I  do  not  see  how  to  ascribe 
the  affection  to  such  a  condition,  and  volvulus  or  obstruction 
is  not,  I  think,  especially  common  among  the  inmates  of 
asylums. 

Postscript. — Since  writing  this  paper,  it  has  come  to  our 
knowledge  that  other  successful  cases,  eight  in  all,  have 
been  reported  in  addition  to  and  later  than  the  only  other  one 
quoted  above.  All  were  on  the  Continent.  The  following 
are  the  references  to  them  : 

1.  Braun  {Archiv  fiir  hlin.  Chirurg.,  vol.  xliii,  p.  164). 

2.  Senn  {Medical  News,  1889). 

3.  Lindshedt  ^  Recorded  in  Swedish  journals,  and  quoted 

4.  Liden,  >  by   Braun  in  the  article  mentioned 

5.  Ussing,        3  above. 

6.  Obalinski   {Wiener  med.  Presse,   1884,  No.  48;  1885, 

No. 8).  The  operation  was  successful,butthe  volvulus 
returned  in  some  weeks,  and  the  patient  died. 

7.  Kiwall  {Petersburg,  med.  Wochenschrift ,  1893,  No.  49). 

8.  Onlowski  {Chirurg.  Centralblatt,  1888,  No.  48).   But  in 

the   report  of  this   case  it  is  not  distinctly  stated 

whether  the  volvulus  was  of  the  sigmoid  flexure  or 

of  the  small  intestine. 

Besides  these  successful  cases  there  have  been  some  others 

reported    which  have  been   partially  successful,  i.  e.  where, 

after  the  operation  was  immediately  successful,  the  condition 

has  soon  returned  and  caused  death,  or  the  patient  has  died  of 

some  complication  before  he  actually  recovered,  or  else  he  has 

recovered  with  an  artificial  anus. 
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XXX. — On  Early  Excision  of  the  Sacro-iliac  Joints 
ivifh  cases.  By  C.  H.  Golding-Bibd.  Read  April 
26,  1895. 

THE  very  unsatisfactory  prognosis  that  all  surgeons  agree 
must  be  given  in  tubercular  sacro-iliac  disease  when  once 
disorganisation  of  the  joint,  as  indicated  by  the  appearance 
of  suppuration,  has  become  evident,  must  be  my  reason  for 
bringing  the  subject  of  the  operative  treatment  of  this  affection 
before  this  Society ;  and  I  hope  to  show  that  by  thorough 
and  eai'ly  excision  (for  it  is  more  than  mere  "  erasion ") 
results  quite  as  favorable  may  be  obtained,  as  in  the  case  of 
joints  which  from  their  anatomical  relations  are  more  easy  of 
access. 

I  need  not  back  the  disconsolate  statement  I  first  made  in 
any  other  way  than  by  an  appeal  to  individual  surgical  experi- 
ence, and  to  the  very  admirable  and  exhaustive  summary  of  our 
position  in  regard  to  inflammatory  disease  of  the  sacro-iliac  joint 
presented  to  this  Society  last  session  by  Mr.  Makins  ;  yet  it  is 
somewhat  encouraging  to  read  toward  the  end  of  his  paper 
that  in  his  opinion  "  the  prognosis  is  better  than  is  generally 
stated,"  and  this  opinion  he  bears  out  by  quoting  three  cases 
in  which  he  had  undertaken  operation  in  the  suppuration 
stage,  and  in  two  out  of  the  three  (at  the  ages  of  three 
and  twenty-five  years)  good  results  followed,  whilst  in  the 
third,  aged  three  and  a  half,  the  result  was  at  least  satis- 
factory as  far  as  it  went. 

In  April,  1880,  and  again  in  1882,  in  the  persons  of 
two  men,  aged  twenty-seven  and  twenty-six,  I  had  the  oppor- 
tunity of  operating  when  the  disease  was  far  advanced  and 
the  joints  disorganised.  I  reached  the  joint  in  each  case  by 
following  up  sinuses,  and  in  each  removed  sequestra.  One 
case  was  discharged  in  due  course,  cured  all  but  a  sinus ;  but 
the  other  succumbed  to  blood-poisoning.  In  1880  there  was 
also  under  my  care  a  lad  with  advanced  sacro-iliac  disease,  but 
in  this  case,  instead  of  following  up  sinuses  I  trephined  the 
iliac  surface  of  the  joint,  and  thus  was  enabled  to  clear  out 
sequestra  through  the  opening,  and  give  for  the  time  complete 
relief  to  all  symptoms.  A  year  later  he  again  came  under  my 
care  with  a  return  of  his  symptoms,  and  again  I  opened  the  joint 
in  the  same  way;  he  was  discharged  in  due  course  well, but  with 
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a  sinus.     I  heard  of  him  as  about  at  his  duties  a  long  time 
afterwards,  but  eventually  lost  sight  of  him. 

This  is  the  case  referred  to  by  Erichsen  as  a  successful 
one  of  trephining  the  sacro-iliac  joint ;  and  I  only  refer  to  it 
now  as  emphasising  Mr.  Makins'  more  promising  prognosis 
just  quoted,  and  as  being  an  early  departure  from  the  more 
common  practice  of  following  up  sinuses  to  the  joint,  by 
deliberately  opening  it  at  its  most  superficial  part. 

In  the  Lancet  for  October,  1889,  Mr.  Mayo  Collier 
described  in  detail  a  case  in  which  he  also  trephined,  with  a 
most  satisfactory  result,  the  patient  being  cured  ;  but  the 
special  interest  in  his  case  is  the  early  stage  in  which  he 
operated.  No  sinus  had  formed,  and  apparently  no  suppura- 
tion, though  over  the  joint  was  a  swelling  the  size  of  the 
palm  of  the  hand.  In  his  concluding  remarks  he  urges 
operation  where  suppuration  is  threatening,  or  even  where  pain 
is  severe  and  persistent.  This  opinion  I  cordially  endorse, 
but  I  would  even  go  further  and  urge  that  where  even  the 
pain  is  moderate,  yet  persistent  and  recurrent — yielding,  it 
may  be,  to  rest,  but  as  surely  recommencing  when  activity  is 
resumed — we  should  act  as  we  would  in  all  other  cases  of 
tubercular  arthritis,  and  thoroughly  remove  the  disease  in  its 
earlier  stage.  This  opinion,  too,  is  supported  by  the  excellent 
results  I  obtained  in  the  cases  I  am  about  to  mention. 

I  should,  however,  here  remark  that  whilst  my  experience 
of  sacro-iliac  disease  is  all  but  entirely  drawn  from  tubercular 
affections  of  the  joint,  yet  the  various  pyaemic  affections  of  it 
may  sometimes  offer  an  opportunity  for  radical  operation, 
though  I  fear  not  often.  Even  the  tubercular  inflamma- 
tion of  the  joint  by  no  means  offers  in  every  case  an  equal 
prospect  of  recovery  after  operation ;  and  the  prognosis 
depends,  I  believe,  not  more  on  the  degree  to  which  the 
disease  has  reached,  than  it  does  on  the  place  of  origin  of 
the  affection. 

When  the  disease  begins  in  the  sacrum  the  case  is 
probably  less  hopeful  than  when,  if  it  ever  does  so,  it  begins 
in  the  ilium ;  whilst  it  will  be  well  imagined — and  my  cases 
seem  to  prove  it — that  the  best  results  are  likely  to  follow 
where  the  disease  commences  in,  and  is  confined  to,  the 
articular  surfaces  themselves ;  in  a  word,  a  sacro-iliac  primary 
arthritis  is  more  favorable  than  an  arthritis  following 
epiphysitis.  Perhaps  I  should  not  use  this  word,  since  there 
is  but  one  epiphysis — the  sacral — entering  into  the  structure 
of  the  joint ;  yet  this  anatomical  fact  emphasises  the  doubt  I 
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have  just  expressed  as  to  whether  tubercular  arthritis  of  the 
sacro-iliac  joint  ever  begins  as  an  osteitis  of  the  ilium.* 

There  is  one  point  in  the  early  recognition  of  these  cases 
deserving  of  attention.  On  reading  the  clinical  history  of 
cases  of  sacro-iliac  disease  it  is  noticeable  that  nearly  every 
patient  has  first  been  treated  for  sciatica,  and  if  a  woman,  as 
likely  as  not  for  some  supposed  ovarian  or  uterine  origin  for 
her  pain.  At  this  early  stage  the  time-honoured  method  of 
testing  the  effect  of  pressure  exerted  on  the  anterior  superior 
iliac  spines  is  likely  to  give  negative  results,  and  even 
pressure  over  the  posterior  sacro-iliac  ligaments  may  not 
reveal  anything;  but  experience  has  led  me  to  think — and 
one  of  my  cases  was  a  marked  instance  of  this — that  in  quite 
an  early  arthritis  direct  pressure  over  the  joint  itself  will 
elicit  pain.  Pressure  over  the  posterior  ligaments  is  too  far 
removed  from  the  articulation ;  but  when  exerted  directly  on 
the  ilium,  at  the  root  of  the  posterior  inferior  iliac  spine,  the 
bony  sui'faces  of  the  joint  are  jammed  together  and  tenderness 
is  at  once  complained  of,  and  the  origin  of  the  sciatica  or 
other  subjective  symptom  is  made  evident. 

Since  the  operation  performed  was  the  same  in  all  my 
cases,  a  general  description  of  it  first  will  avoid  repetition. 

The  patient  lying  on  the  opposite  side,  a  semicircular  flap 
of  skin  and  subcutaneous  tissue  over  the  iliac  area  of  the 
joint,  and  having  its  convexity  corresponding  to  the  posterior 
edge  of  the  ilium,  is  dissected  upwards  and  forwards,  and 
the  underlying  glutei  are  detached.  The  bone  being  thus 
freely  exposed,  a  large  trephine  is  applied  at  the  root  of  the 
posterior  inferior  iliac  spine,  and  in  a  line  drawn  from  the  top 
of  that  spine  to  the  junction  of  the  anterior  with  the  middle 
third  of  the  iliac  crest.  This  line  lies  in  the  long  axis  of  the 
auricular  surface  of  the  joint;  and  from  measurements  that  I 
have  made,  it  seems  to  me  to  be  a  safer  guide  than  a  line 
drawn  to  join  the  anterior  superior  spine  of  the  ilium. 

The  ilmm  at  the  seat  of  operation  is  very  thick,  but  the 
disc  of  bone  removed  should  reach  quite  down  to  the  joint. 
This  opening  enables  an  inspection  of  the  articulation  to  be 
made,  if  that  is  all  that  is  desired;  but  to  remove  disease  it 
must  be  further  enlarged  by  whatever  means  the  surgeon 
thinks  best,  but  it  is  essential  that  the  amount  of  bone 
removed  should  be  practically  that  forming  the  iliac  surface 
of  the  joint. 

*  Lannelongue    (Tuherculose  vertebrale,  p.  331)  states  that  sacro-iliac  disease 
always  begins  as  an  articular  osteitis. 
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The  diseased  structures  are  now  dealt  with  as  in  any  other 
tubercular  joint,  frequent  flushings  with  aseptic  liquids  being 
employed.  When  all  visible  disease  has  been  removed,  and 
especially  if  the  trephine  openings  do  not  quite  cover  the 
area  of  the  joint,  the  ilium  should  be  prized  oif  the  sacrum 
with  an  elevator,  and  sufficient  separation  between  the  two 
bones  is  thus  easily  given  to  allow  of  the  introduction 
between  them  of  a  Volkmann's  spoon.  A  further  gain  by 
this  manoeuvre  is  that  it  may  be  the  means  of  discovering  pus 
lying  just  in  the  pelvis  but  outside  the  joint,  and  not  before 
suspected.     This  was  well  shown  in  one  of  my  cases. 

Sinuses  present  will  of  course  be  treated  according  to 
general  surgical  rules ;  but  I  would  express  my  opinion  that 
the  following  up  a  sinus,  as  an  indication  of  the  route  by 
which  to  reach  the  joint,  is  useless.  The  excision  must  be 
deliberately  carried  out  on  anatomical  lines,  and  then  the 
sinuses  dealt  with. 

The  superficial  structures  are  now  replaced  and  united  by 
continuous  suture,  without  any  drain  being  employed,  but 
after  the  introduction  of  iodoform  emulsion ;  and  though  I 
have  not  employed  a  drain  myself  it  is  evident  that  the  state 
of  the  parts  after  operation,  as  well  as  the  practice  of  the 
operator,  must  really  determine  this  question. 

It  seems  at  first  sight  as  though  such  an  extensive  removal 
of  bone  must  weaken  the  part  and  delay  the  patient's  moving 
for  a  long  time.  In  one  case  I  did  employ  a  Thomas's  splint 
for  many  weeks ;  but  in  another,  an  adult  male,  I  gave  no 
support  at  all  except  that  of  a  belt  and  of  a  crutch  for  a  few 
days,  and  from  the  first  of  his  putting  his  feet  to  the  ground 
eight  weeks  after  operation  there  was  no  suggestion  of  want 
of  supporting  power.  The  fact  is  that  the  posterior  sacro- 
iliac ligaments  prevent  any  gliding  of  the  ilium  on  the  sacrum, 
and  that  the  joint,  as  such,  takes  little  share  in  support.  In 
none  of  the  cases  was  any  splint  used  immediately  after  the 
operation,  movement  of  the  leg  and  turning  about  in  bed 
being  encouraged. 

Case  1. — Louisa  W.,  aet.  14,  was  under  my  care  in  Guy's 
from  May  21  to  July  28,  1894.  A  year  previously  she  had 
been  seized  with  severe  pain  in  the  right  sacro-iliac  region ; 
there  was  no  history  of  injury.  For  the  year  she  limped 
about  at  her  work,  not  even  using  crutches,  and  the  pain  at 
last  drove  her  to  seek  relief.  When  examined  she  gave  all 
the  usual  subjective  symptoms  of  sacro-iliac  disease  :  indirect 
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pressure  on  the  anterior  iliac  spines  gave  pain,  and  especially 
did  she  complain  on  pressure  being  made  at  the  root  of  the 
posterior  inferior  iliac  spine.  There  were  no  local  objective 
symptoms  whatever. 

I  decided  to  explore  the  joint,  and  performed  the  operation 
already  described.  On  removal  of  the  disc  of  bone  by  the 
trephine,  a  thick  washleathery  layer  of  lymph  Avas  seen;  it 
covered  the  entire  joint,  and  on  removal  of  sufficient  bone 
it  was  easily  taken  away.  Granulation  tissue  and  debris  of 
cartilage  were  also  removed ;  but  no  disease  or  softening  of 
the  bone,  either  iliac  or  sacral,  could  be  determined.  The 
operation  completed,  the  wound  was  closed  without  a  drain, 
and  primary  union  resulted.  She  was  sent  out  in  eight  weeks 
on  crutches,  wearing  a  Thomas's  splint.  This  splint  she  wore 
for  six  months,  but  for  the  reasons  already  given  I  think 
this  was  an  excess  of  caution.  When  last  seen  in  January 
of  that  year  she  was  perfectly  well,  and  going  about  as  usual. 

Case  2. — John  H.,  set.  29,  having  suffered  some  time  from 
sciatica,  came  to  the  medical  department  of  the  out-patient's 
at  Guy's  in  May,  1894,  for  treatment.  Being  regarded  as  a 
case  of  sciatica,  galvanism  was  ordered  and  some  relief 
obtained.  Four  months  later,  as  there  was  no  material 
improvement,  he  was  admitted  into  a  medical  ward  and 
further  treated ;  but  a  surgical  origin  for  the  pain  being 
suspected,  he  was  transferred  to  a  surgeon's  care,  and  the 
sacro-iliac  disease  being  now  suspected,  he  was  encased  in  a 
plaster-of-Paris  spica  and  sent  home.  Three  months  later, 
January  17,  1895,  he  was  admitted  iuto  my  ward. 

On  examination  all  the  subjective  symptoms  of  right 
sacro-iliac  disease  were  present — pain  was  elicited  by  both 
direct  and  indirect  pressure,  but  the  worst  symptom  of  all 
was  the  constant  and  very  severe  sciatica.  There  were  no 
local  objective  signs  at  all. 

On  January  25  I  operated  after  the  method  described, 
and  in  the  joint,  w^hich  was  disorganised,  were  seen  sequestra 
of  cartilage  and  bone  and  pulpy  granulation  tissue,  whilst 
the  sacral  aspect  of  it  in  parts  was  superficially  soft,  scraping 
away  easily  with  a  steel  spoon.  No  pus  was  found  in  the 
joint  cavity  ;  but  on  prizing  the  bones  asunder,  pus  welled 
into  the  joint,  to  the  extent  of  only  a  few  drachms,  from  two 
positions — one  anteriorly  from  a  subperitoneal  cavity  close 
by  the  lumbo-sacral  cord,  the  other  posteriorly  at  the  exit 
of  the  great  sciatic  nerve.     In  order  the  better  to  deal  with 
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this  collection,  some  fibres  of  the  great  sacro-sciatic  ligament 
were  divided;  both  abscess  cavities  were  thoroughly  scraped. 
The  wound  was  eventually  closed  without  drainage,  and 
primary  union  resulted  with  a  complete  subsidence  of  all  the 
previous  symptoms. 

At  the  end  of  the  fifth  week  the  patient  was  allowed  to 
get  on  to  the  couch  ;  and  at  the  end  of  the  seventh  week 
began  to  stand  with  the  help  of  crutches,  but  these  he  dis- 
carded in  a  few  days  for  sticks,  and  these  again  he  ceased  to 
use,  and  was  able  to  walk  and  sit  about  the  ward  at  the  end 
of  the  ninth  week  :  he  is  now  (July,  1895)  perfectly  well. 

Throughout  convalescence  no  mechanical  support  was 
given  except  such  as  a  firm  pelvic  belt  afforded. 

Case  3.— Miss  B.,  set.  30.  In  May,  1893,  she  fell  on  her 
back  in  a  carriage  accident ;  she  was  not  much  hurt,  and 
little  was  thought  of  it  until,  at  the  end  of  two  months,  a 
pain  in  the  lower  part  of  the  back,  which  had  resulted  from 
the    accident,  was  found  to  be  persistent. 

I  saw  the  lady,  it  being  believed  she  had  some  spinal 
affection  coming  on.  I  could  find  none  ;  and  the  pain  being 
unilateral  and  not  central,  I  employed  the  usual  tests  to  dis- 
cover sacro-iliac  disease,  without  result,  and  there  were  no 
objective  symptoms.  However,  on  firmly  pressing  on  the 
root  of  the  posterior  inferior  iliac  spine  of  the  affected  side, 
tenderness  was  complained  of. 

The  diagnosis  made  was  arthritis  of  the  right  sacro-iliac 
joint,  due  to  the  accident,  and  its  persistence,  together  with 
the  history  and  appearance  of  the  patient,  made  one  suggest 
the  possibility  of  tubercular  infection. 

She  for  a  time  improved  under  care,  but  soon  disregarded 
directions,  and  when  I  next  saw  her,  in  March,  1895, 1  found 
she  had  been  months  in  bed,  and  the  local  signs  were  as 
before,  only  aggravated ;  there  was  still  nothing  objective. 

I  proposed  and  shortly  after  performed  the  operation 
described,  and  found  a  joint  with  many  adhesions,  as  of 
repair,  and  evidence  of  disorganisation  in  sequestra  of  carti- 
lage. I  saw  no  proof  of  tubercular  disease,  though  it  might 
have  been  such. 

Primary  union  followed,  and  a  report  sent  me  on  April  8 
was  that  by  the  end  of  the  fortnight  from  the  operation  the 
patient  was  on  the  couch,  primary  union  having  resulted  and 
an  entire  absence  of  all  joint  symptoms  from  the  day  of  the 
operation.     A  still  later  report  received  from  her  medical 
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attendant,  Mr.  Lockhart  Stephens,  of  Emsworth,  is  to  the 
effect  that  all  sacro-iliac  symptoms  have  vanished,  though 
there  is  some  reason  to  suspect  a  focus  of  tubercular  disease 
in  the  dorso-lumbar  area  of  the  spine. 

By  way  of  summarising  my  remarks  I  would  urge  these 
points : 

The  value  of  direct  pressure  over  the  most  superficial 
part  of  the  joint  in  discovering  inflammation  of  it  in  an 
early  stage. 

The  importance  of  operating  as  soon  as  this  early  condi- 
tion has  been  established ;  and  although  under  the  best 
hygienic  circumstances  recovery,  on  expectant  treatment, 
might  result,  yet  operation  offers  relief  in  fewer  weeks  than 
mere  rest  does  in  months. 

Operation  on  the  joint  should  be  conducted  on  anatomical 
lines,  and  not  be  carried  out  along  the  route  of  sinuses ;  these 
never  open  at  the  point  where  the  joint  is  most  superficial. 

The  steps  of  the  operation  should  be  calculated  delibe- 
rately to  expose  the  joint  cavity  and  allow  of  its  perfect 
cleansing,  as  well  as  of  removal  of  even  outlying  matter; 
and  not  be  conducted  on  the  lines  of  a  mere  sequestrotomy, 
even  in  an  advanced  case. 

Mechanical  support  does  not  appear  necessary  during 
healing,  and  afterwards  a  pelvic  belt  does  all  that  is  required 
with  the  aid  of  a  crutch  or  stick. 

Even  in  an  adult  weight  may  be  borne  by  the  part,  in  the 
erect  position,  at  the  seventh  or  eighth  week — supposing, 
that  is,  that  primary,  or  at  least  very  early  union  of  the  parts 
operated  upon  is  obtained. 
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XXXI. — Two  cases  in  luliich  Orchotomy  was  ])erformed 
for  Enlargement  of  the  Prostate.  By  C.  Mansell 
MouLLiN.     Read  April  26,  1895. 

THE  first  case  was  that  of  a  patient  74  years  of  age,  who 
was  sent  to  me  by  Dr.  Birch,  of  Lower  Clapton^  suffering 
from  advanced  prostatic  disease.  The  patient  was  a  slightly- 
built  man,  very  thin,  and  giving  the  impression  of  being  utterly 
worn  out  by  pain  and  loss  of  sleep.  Per  rectum  the  prostate 
was  of  enormous  size.  The  history  showed  that  it  had  been 
enlarged,  and  that  the  patient  had  been  accustomed  to  use 
a  catheter,  for  many  years.  The  urine,  in  spite  of  the  bladder 
being  regularly  washed  out,  was  exceedingly  foul,  ammoniacal, 
and  loaded  with  mucus  and  phosphates.  The  bladder  was  so 
contracted  from  years  of  cystitis  that  it  could  only  hold  two 
ounces  of  fluid,  aud  there  was  the  most  intense  strangury. 
The  patient  had  to  wear  a  portable  urinal  during  the  daytime, 
and  in  spite  of  morphia  suppositories  was  compelled  to  pass  his 
urine  fourteen  or  fifteen  times  at  night.  The  question  of 
orchotomy  was  discussed  with  him,  care  being  taken  to  point 
out  that  though  the  obstruction  would  be  removed,  it  was  not 
probable  that  the  condition  of  the  bladder  could  be  much 
improved,  but  the  misery  was  so  great  that  the  patient  agreed 
at  once.  The  operation  was  performed  on  October  26. 
There  was  no  shock,  and,  though  one  of  the  ligatures  slipped 
and  caused  considerable  haemorrhage,  no  after  trouble  with 
the  wounds.  Three  days  later  it  was  noted  that  he  had  been 
able  to  dispense  with  morphia  for  two  nights,  and  that  he  had 
slept  for  an  hour  and  a  half  at  a  time,  the  longest  spell 
previously  having  been  three  quarters  of  an  hour.  Ten  days 
later  the  patient  was  examined  again.  The  prostate  was 
decidedly  smaller  as  felt  per  rectum ;  the  stream  of  urine  was 
larger  :  the  urine  was  neutral  in  reaction,  and  small  masses 
of  phosphates  were  beginning  to  come  awaj'.  One  month 
after  the  operation  the  prostate  had  diminished  so  much  in 
size  that  a  metal  catheter  with  an  ordinary  curve  could  be 
passed  without  difiiculty,  and  the  shaft  of  it  could  be  felt 
through  the  rectum  for  the  whole  of  its  length.  The  urine 
was  acid,  with  only  a  faint  cloud  of  mucus  in  it ;  every  now 
and  then  soft  masses  of  phosphatic  material  about  the  size  of 
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a  pea  wei'e  passed  down  the  urethra,  causing  severe  pain  ; 
and  when  the  sound  was  passed  much  more  of  the  same 
material  could  be  felt.  The  size  of  the  bladder  had  increased 
a  little ;  on  several  occasions  it  had  retained  four  ounces  of 
fluid,  and  the  urgency  and  pain  were  much  less  severe  ;  but 
micturition,  as  might  be  expected,  was  still  yqyj  frequent 
day  and  night.  So  far  as  his  general  health  was  concerned,  the 
patient  had  decidedly  improved.  He  was  looking  much 
laetter  in  the  face,  and  was  much  more  comfortable.  Instead 
of  going  as  rapidly  as  he  could  downhill,  he  was  holding  his 
own  well,  and  was  able  to  look  after  his  business.  No  morphia 
was  required.  He  not  unfrequently  slept  for  two  hours  without 
being  disturbed.  The  neck  of  the  bladder  was  much  less 
sensitive,  and  examination  with  a  catheter  did  not  cause  any- 
thing like  the  degree  of  pain  that  it  did  before. 

The  second  case  was  that  of  an  enormously  stout  man, 
64  years  of  age,  who  was  sent  to  me  by  Dr.  Houchin, 
of  Stepney.  The  prostate  was  of  very  great  size.  There  had 
been  repeated  attacks  of  cystitis  and  several  of  profuse  hsema- 
turia.  He  was  entirely  unable  to  pass  his  urine,  and  had  to 
introduce  a  catheter  every  hour  night  and  day,  each  attempt 
being  followed  by  intense  pain.  The  bladder,  which  had  been 
repeatedly  washed  out,  was  of  fair  size,  and  retained  plenty 
of  muscular  power.  Orchotomy  was  performed  on  November 
20.  There  was  no  shock,  but  the  abdomen  was  of  such  enor- 
mous bulk,  and  interfered  with  the  respiration  to  such  an 
extent,  that  the  administration  of  the  anaesthetic  caused  con- 
siderable anxiety.  The  patient  rallied  well,  however,  and  for 
a  week  progressed  favorably,  sitting  up  in  bed  (he  was  quite 
unable  to  lie  down,  as  even  when  sitting  his  abdomen  seemed 
nearly  on  a  level  with  his  chest) ;  the  wounds  were  healing, 
and  a  small  quantity  of  urine  was  passed  naturally — the  first 
time  for  fifteen  months.  On  the  eighth  day,  however,  the 
patient  had  a  fainting  fit,  the  breathing  became  much  em- 
barrassed, and  the  urine,  when  it  was  drawn  off  by  the 
catheter,  contained  a  good  deal  of  blood.  Two  days  later 
the  dyspnoea  and  the  hsematuria  returned  again,  and  though 
the  patient  rallied  for  a  time  under  active  stimulation,  the 
respiration  became  more  and  more  difiicult,  the  face  became 
agonised  and  covered  with  a  cold  perspiration,  diarrhoea  set 
in — the  bowels  acting  eleven  times  in  the  last  twenty-four 
hours, — and  death  ensued  on  the  eleventh  day  after  the 
operation.  For  two  days  previously  a  good  deal  of  blood- 
stained urine  had  been  passed  at  intervals  by  the  urethra. 


Mr.  Moullin's  Cases  of  Enlargement  of  the  Prostate.      195 

The  immediate  cause  of  death  was  failure  of  the  heart. 
At  the  autopsy  it  was  found  exceedingly  soft  and  flabby  and 
loaded  with  fat.  Masses  of  fat  were  found  around  the  peri- 
cardium and  attached  to  the  margins  of  the  lungs^  which  were 
markedly  emphysematous.  One  kidney  was  cirrhotic  to  an 
advanced  degree ;  the  other  contained  many  small  cysts,  but 
there  was  still  a  sufficient  amount  of  secreting  structure. 
There  was  no  pyelitis.  The  bladder  was  large  and  thick- 
walled.  In  the  interior  was  a  calculus  of  considerable  size, 
which  had  been  lying  in  the  pouch  behind  the  prostate  and 
so  had  escaped  observation.  On  one  occasion  when  the  house 
surgeon,  Mr.  Langdon  Down,  had  passed  a  soft  catheter 
rather  farther  than  usual  into  the  bladder  a  sensation  as  if  it 
rubbed  against  something  rough  had  been  experienced ;  but 
the  calculus  was  quite  inaccessible  to  an  ordinary  metal 
sound.  There  was  also  a  certain  amount  of  blood-clot,  and 
the  mucous  membrane  was  intensely  congested,  roughened 
on  the  surface,  and  ulcerated  in  several  places.  The  prostate, 
in  spite  of  the  venous  congestion  which  had  persisted  for 
many  days,  was  remarkably  soft  and  flabby.  The  walls  of 
the  prostatic  urethra  were  in  contact  with  each  other,  but  the 
forefinger  could  be  passed  down  it  from  the  bladder  without 
the  least  difficulty.  AH  parts  of  the  gland  were  enlarged  nearly 
uniformly.  In  addition  there  was  an  outgrowth  projectmg 
upwards  from  the  vesical  surface  of  one  of  the  lateral  lobes 
into  the  bladder;  and  this  was  soft,  flabby,  disc-shaped, 
instead  of  rounded,  as  such  outgrowths  usually  are,  depressed 
in  the  centre,  and  covered  over  with  wrinkled  mucous  mem- 
brane— an  appearance  that  could  only  be  explained  on  the 
supposition  that  it  had  undergone  a  recent  rapid  diminution 
in  size.  A  microscopic  examination  of  several  parts  of  the 
gland  was  made  for  me  by  Mr.  Roxburgh,  but  there  was  no 
evidence  of  any  difference  from  what  is  usually  seen  in 
sections  of  enlarged  prostate. 

I  have  brought  these  two  cases  before  the  Society  because, 
though  neither  can  be  compared  in  point  of  success  with  my 
former  one,  an  account  of  which  was  read  before  the  British 
Medical  Association  in  August  last  year,  they  both  illustrate, 
as  far  as  they  go,  the  same  fact  that  removal  of  the  testes  is 
followed  invariably  and  rapidly  by  disappearance  of  the 
enlai'ged  prostate.  In  the  first  case  the  bladder  had  already 
been  ruined  beyond  repair  by  cystitis  andcatheterism.  Nothing 
could  possibly  restore  the  muscular  fibres  that  had  been 
destroyed,    or   give   back   to    the   walls   the   flexibility   and 
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elasticity  they  bad  lost.  But  further  progress  was  arrested : 
the  kidneys,  which  were  beginning  to  suffer  from  septic 
pyelitis,  were  saved,  and  the  patient's  condition  was  made 
infinitely  more  comfortable.  In  the  other,  death  from  heart 
failure — due  no  doubt,  in  part,  to  the  operation,  but  probably, 
as  no  symptoms  of  it  made  their  appearance  for  upwards  of  a 
week,  even  more  to  confinement  to  bed  and  general  constitu- 
tional causes — ensued  too  soon  for  any  definite  microscopic 
chansres  to  have  shown  themselves.  But  even  in  this  one 
there  was  distinct  evidence  of  a  reduction  in  size  of  the 
gland  and  of  a  reopening  of  the  prostatic  urethra.  In  my 
first  case,  in  which  retention  was  the  prominent  feature,  and  in 
which  it  was  impossible,  owing  to  the  shape  of  the  prostate, 
to  introduce  a  catheter,  the  route  from  the  bladder  became 
open,  so  that  there  was  no  residual  urine,  the  patient  being 
alDle  to  empty  the  bladder  completely,  and  a  catheter  with 
an  ordinary  curve  could  be  passed  with  ease. 

There  is,  I  imagine,  no  reason  to  fear  that  this  operation 
will  be  in  any  way  abused,  as  it  is  said  oophorectomy  has  been. 
The  objections  to  it  are  too  obvious,  and  patients  from  their 
age  and  sex  are  too  well  aware  of  what  it  means  to  them. 
But  I  believe,  if  the  matter  is  laid  plainly  before  them  and 
the  choice  left  to  them,  there  is  a  very  large  number  who  would 
prefer  the  operation  to  a  certain  and  lingering  death  by  slow 
torture.  And  I  am  convinced,  from  the  clinical  results  of 
the  cases  that  have  been  operated  upon,  that  we  are  perfectly 
justified  in  stating  positively  and  definitely  to  them  the 
result  that  will  follow. 

I  must  apologise  to  the  Society  for  venturing  to  bring  a 
new  word  before  them.  Castration  is  not  a  pretty  term. 
^OpxoToixHv  is  the  Greek  verb  for  performing  the  operation, 
and  is  classical.  Orchotomy  is  the  natural  derivative  from  it. 
Orchectomy,  which  has  been  coined  in  America  for  the  same 
proceeding,  presumably  on  the  analogy  of  colectomy  and 
other  similar  words,  cannot,  I  think,  be  justified  on  any  other 
ground. 
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XXXII. — A  case  of  large  Intra-thoracic  Cystic  Goitre 
causing  Dyspnoea,  and  treated  by  operation.  By 
Anthony  Bowlby.     Bead  April  26,  1895. 

SG.,  £et.  34,  a  married  woman,  was  admitted  into  Lucas 
•  Ward,  St.  Bartholomew's  Hospital,  on  December  16, 
1892,  suffering  from  difficulty  in  breathing.  She  said  that 
two  years  previously  she  first  noticed  a  soft  swelling  in 
the  episternal  notch  in  the  middle  line  of  the  neck,  and 
that  it  had  increased  steadily  and  spread  a  little  to  each 
side.  Ever  since  the  swelling  began  she  had  suffered  from 
shortness  of  breath,  and  during  the  last  six  months  had 
had  occasional  attacks  of  transient  but  severe  dyspnoea. 

She  had  been  born  in  London,  and  had  always  lived  there. 
Her  general  health  was  good  except  for  chronic  bronchitis. 
She  had  been  married  eight  years^  but  had  never  been 
pregnant. 

The  attack  of  dyspnoea  from  which  she  was  suffering 
on  admission  was  the  most  prolonged  and  severe  that  she 
had  had.  Her  account  was  that  she  had  got  wet  a  few  days 
previously,  and  had  caught  a  bad  cold ;  that  at  first  she  had 
pains  in  her  limbs,  cough,  and  the  usual  symptoms  of  nasal 
and  pharyngeal  catarrh,  and  that  then  the  swelling  in  the 
neck  had  increased  in  size,  and  difficulty  in  breathing  had 
commenced  two  days  before  she  came  to  the  hospital  on  the 
evening  of  the  16th. 

The  house  surgeon,  Mr.  West,  who  admitted  hei',  ordered 
hot  fomentations  to  the  throat,  placed  the  patient  in  a  tented 
bed,  and  kept  a  steam  kettle  in  constant  use ;  and  these 
measures,  together  with  the  administration  of  some  Squills 
and  Tinct.  Camp.  Co.,  at  once  gave  relief.  The  patient 
passed  a  restless  night,  but  on  the  following  day,  the  17th, 
was  more  comfortable  than  she  had  been.  At  night-time  she 
was  again  worse,  and  was  quite  unable  to  get  any  sleep ;  and 
next  day,  as  she  did  not  improve  at  all,  I  was  sent  for,  and 
saw  her  at  three  in  the  afternoon,  the  dyspnoea  having  greatly 
increased  since  the  morning. 

I  found  the  patient  suffering  from  very  severe  dyspnoea. 
She  was  propped  up  in  bed,  and  was  quite  unable  to  lie 
down ;   the   breathing    was    stertorous   and   very   laboured ; 
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there  was  considerable  recession  of  the  lower  ribs  and 
epigastric  region,  and  speech  was  difficult.  She  could 
swallow,  but  could  only  take  very  little  nourishment  at  a 
time,  and  was  much  exhausted  by  the  want  of  sleep  and  the 
struggle  to  get  breath.  Her  temperature  was  100'5°,  but 
on  the  previous  day  it  had  been  as  high  as  103°.  Her 
respirations  were  about  50,  and  her  pulse  about  150  per 
minute.     She  had  occasional  attacks  of  coughing. 

An  examination  of  the  neck  showed  at  first  very  little 
swelling  to  account  for  so  serious  a  condition.  Such  swelling 
as  there  was  occupied  the  episternal  notch,  and  caused  a  pro- 
minence in  this  region  instead  of  a  depression,  and  extended 
laterally  under  each  sterno -mastoid.  When  the  patient 
coughed,  however,  the  swelling  increased  in  a  most  extra- 
ordinary manner,  and  a  large  rounded  mass  was  suddenly 
extruded  from  the  chest  into  the  neck,  and  then  as  suddenly 
disappeared.  The  way  in  which  this  tumour  was  projected 
reminded  one  much  of  the  sudden  protrusion  of  a  large 
hernia  during  coughing.  To  the  touch  the  swelling  in  the 
neck  was  smooth,  rounded,  and  curiously  soft ;  it  appeared 
to  be  continuous  with  a  rather  enlarged  left  lobe  of  the 
thyroid  gland,  but  the  trachea  in  its  upper  part  did  not  seem 
to  be  covered  by  any  considerable  thickness  of  tissue.  The 
tumour  seemed  to  move  very  slightly  on  deglutition. 

An  examination  of  the  chest  revealed  a  large  area  of 
dulness  behind  the  sternum  and  cartilages  of  the  first  three 
ribs,  and  continuous  with  the  normal  cardiac  dulness  below. 
There  were  loud  mucous  rales  in  the  trachea  and  bronchi. 

It  seemed  clear  that  the  patient  was  suffering  from  a 
large  substernal  goitre  which  was  impacted  in  the  upper 
opening  of  the  thorax,  and  was  compressing  the  trachea.  It 
was  considered  that  there  had  probably  been  a  recent  rapid 
filling  of  a  cyst,  and  there  was  no  evidence  of  the  disease 
being  malignant. 

In  spite  of  the  urgent  condition  of  the  patient  leave  to 
operate  at  once  could  not  be  obtained,  but  an  operation  was 
permitted  five  hours  later,  and  was  performed  at  9  p.m.  with 
the  kind  assistance  of  Mr.  James  Berry,  who  saw  the  case 
with  me  at  this  time. 

After  a  small  amount  of  chloroform  had  been  adminis- 
tered I  made  an  incision  from  the  thyroid  cartilage  to  the 
sternum,  and  at  once  exposed  the  trachea  above  the  thyroid 
isthmus^  so  that  in  case  of  need  tracheotomy  could  be  quickly 
performed.     The  skin  incision  was  then  extended  obliquely 
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upwards  to  the  left,  and  the  sterno-hyoid,  sterno-thyroid, 
and  omo-hyoid  muscles  were  divided,  and  a  large  cyst  was 
exposed  in  the  left  lateral  thyroid  lobe.  The  cyst  wall  Avas 
exceedingly  thin,  and  extended  behind  the  sternum  beyond 
view.  Hoping  that,  if  I  freed  the  left  lobe  of  the  thyroid 
from  above  and  laterally  I  might  be  able  to  draw  upwards 
the  intra-thoracic  portion,  I  cleared  it  above  and  on  its  outer 
side,  only  to  find  that  it  was  quite  impossible  to  reach  the 
lower  margin  of  the  cyst.  At  this  stage,  however,  the 
breathing  of  the  patient  almost  ceased,  and  I  at  once  incised 
the  cyst  just  above  the  sternum  and  opened  the  trachea 
below  the  cricoid  cartilage.  A  feather  inserted  into  the 
trachea  caused  the  expulsion  of  some  very  viscid  mucus,  and 
after  a  very  transient  employment  of  artificial  respiration  the 
patient  breathed  quietly  and  easily  through  a  large  piece  of 
rubber  tubing  passed  down  the  trachea  for  several  inches. 

My  attention  was  now  turned  to  the  cyst.  It  had  already 
greatly  collapsed,  but  it  still  contained  several  ounces  of  very 
clear  and  almost  watery  fluid.  I  opened  it  widely,  and  after 
evacuating  its  contents  discovered  that  it  passed  into  the 
thorax  to  a  surprising  extent.  Its  capacity  was  about  a  pint, 
or  perhaps  more.  It  had  displaced  the  apices  of  the  lungs 
laterally,  and  extended  down  to  the  base  of  the  heart.  Its 
walls  were  vei-y  thin,  and  were  reflected  over  the  large 
vessels,  so  that  on  looking  into  its  cavity  one  saw  the  innomi- 
nate carotid  and  subclavian  arteries  apparently  uncovered  by 
any  structure.  The  arch  of  the  aorta  was  similarly  pro- 
minent, part  of  the  cyst  passing  in  front  of  it  and  part  behind  : 
the  floor  of  the  cyst  rested  on  the  base  of  the  heart,  the 
pulsations  of  which  could  be  easily  seen. 

Now  that  the  cyst  was  empty,  it  was  seen  that  it  was 
attached  to  the  left  lobe  of  the  thyroid ;  but  it  was  also 
evident  that  the  gland,  as  a  whole,  was  very  slightly  increased 
in  size,  the  apparent  enlargement  being  due  to  the  pushing 
upwards  and  forwards  of  the  left  lobe  by  the  distended  cyst. 

I  did  not  consider  that  anything  could  be  gained  by 
removing  either  lobe  of  the  thyi^oid,  and  it  was  evident  that 
the  cyst  itself  was  irremovable.  The  operation  was  there- 
fore completed  by  the  washing  out  of  the  cyst  with  a  solution 
of  perchloride  of  mercury  1 — 4000,  and  by  carefully  stitching 
its  walls  to  the  skin  around  the  episternal  notch.  The  tube 
was  then  removed  from  the  trachea,  and  the  greater  part  of 
the  tracheal  incision  was  closed  with  sutures.  Finally  the 
cyst  was  dressed  so  as  to  shut  it  off  as  much  as  possible  from 
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the  tracheal  wound,  for  it  was  obvious  that  suppuration  might 
have  caused  gi-eat  danger  in  a  part  so  deeply  situated. 

The  patient  made  an  almost  uninterrupted  recovery. 
The  tracheal  wound  closed  in  three  days,  and  the  cyst  did  not 
suppurate.  The  bronchitis  gave  a  little  trouble  at  first,  and 
for  a  week  after  the  operation  the  temperature  ranged 
between  99°  and  102° ;  afterwards  it  was  normal. 

The  opening  into  the  cyst  closed  in  three  weeks,  and  a 
month  from  the  day  of  operation  the  patient  left  the  hospital. 

The  case  is  of  interest  on  account  of  the  large  size  of  the 
cyst,  and  the  depth  to  which  it  extended  within  the  thorax. 
In  the  latter  respect  the  case  is  certainly  of  a  very  unusual 
character,  for  although  "  substernal  goitre  "  is  a  recognised 
variety  of  bronchocele,  it  is  well  known  that  the  part  of  the 
tumour  behind  the  sternum  is  seldom  large.  The  history  also 
illustrates  well  the  tendency  that  all  cysts  near  to  the  air- 
passages  have  to  increase  in  size  when  there  is  an  acute 
catarrh  of  the  trachea  or  bronchi.  I  have  observed  this 
tendency  in  hyoid  bursse  as  well  as  in  thyroid  cysts,  and  in 
the  present  case  there  seems  no  room  for  doubting  that  an 
increase  in  the  contents  of  the  cyst,  combined  with  an  attack 
of  bronchitis,  brought  about  the  severe  dyspnoea  from  which 
the  patient  suffered. 

With  regard  to  the  treatment,  I  think  it  may  be  said  that 
the  opening  and  draining  of  the  cyst  were  the  only  surgical 
measures  that  could  be  adopted.  No  doubt  the  removal  of 
the  cyst  wall  would  have  been  more  satisfactory  had  it  been 
possible;  but,  considering  its  close  attachment  to  the  large 
vessels,  it  was  evident  that  no  such  removal  could  be 
attempted, — the  base  of  the  cyst,  indeed,  was  quite  beyond  the 
reach  of  the  finger.  There  seems  the  less  cause  for  regret  at 
the  present  time  because  there  is  no  sign  of  refilling  the 
cyst,  and  the  patient  remains  in  good  health. 
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XXXIII. — Case  of  an  infant  in  whom  some  of  the 
Abdominal  Muscles  ivere  Absent.  By  R.  W.  Parkek. 
Bead  May  10,  1895. 

TAMES  B.,  a  newly  born  infant,  was  admitted  into  the  East 
London  Hospital  for  Children  under  the  care  of  my 
colleague.  Dr.  Eustace  Smith,  whose  permission  I  have  to 
record  the  case."^ 

Though  a  full-term  infant,  it  was  very  small  and  ill- 
nourished,  but  it  took  the  mother's  breast.  The  skin  was 
rather  jaundiced,  wrinkled,  and  inelastic,  the  movements 
feeble,  the  cry  almost  inaudible,  the  weight  5^  lbs.  The 
abdomen  was  large  and  very  flaccid ;  as  the  child  lay  on  its 
back  the  flanks  bulged  outwards  markedly,  owing  to  the 
weight  of  the  unsupported  viscera.  The  outlines  of  the 
intestinal  coils  could  be  clearly  seen,  and  the  outlines  of  the 
abdominal  organs  easily  felt.  When  the  infant  cried,  and 
also  after  a  full  meal,  the  abdomen  became  "  blown  out "  to 
an  unusual  extent. 

The  abdominal  wall  was  as  thin  as  parchment  and  unresist- 
ing. Along  the  middle  line,  where  the  rectus  muscles  should  be 
found,  there  was  a  little  more  resistance  than  over  the  lateral 
regions,  and  towards  the  lower  attachments  some  rudiments 
of  these  muscles  could  be  felt.  The  oblique  and  transversalis 
muscles  were  apparently  quite  undeveloped.  On  the  other 
hand,  the  muscles  of  the  back  appeared  to  be  normal. 

The  muscles  of  the  extremities,  though  small,  appeared  to 
be  normal. 

The  umbilicus  was  not  depressed;  it  was  normal  as  to 
position,  but  resembled  a  surface  scar.  In  appearance  the 
integument  everywhere  appeared  normal. 

Temperature. — 

1st.  M.  98^  E.  100^  6th.  M.  100=;  E.  99-2°. 

2nd.  M.  100° ;  E.  98-4°.  7th.  M.  97-8° ;  E.  98-4°. 

3rd.  M.  102=;  E.  100-4=.  8th.  M.  984=;  E.  978°. 

4th.  M.  100-6°;  E.  1008°.  9th.  M.  1006=;  E  .104-6°. 

5th.  M.  99-6°;  E.  998=.  10th.  M.  100-8=  (2  a.m.); 

103-8°  (10  A.M.);  E.  103°. 


*  These  notes  refer  to  a  case  which  I  hoped  to  have  exhibited  to  the  members 
on  the  Clinical  evening,  November  9,  1894.  The  infant,  however,  was  too  ill  to 
leave  the  hospital,  and  died  nest  day. 


202  Mr.  Parker's  Case  of  Absence  of  Muscles. 

Death  resulted  from  collapse  and  emphysema  of  the  lungs. 
An  autopsy  was  made  by  Mr.  A.T.  Rake,  the  Surgical  Regis- 
trar, whose  notes  I  append. 

Ahdomhud  wall. — Behind. — Right  side  :  latissimus  dorsi 
slightly  developed  ;  external  to  it,  arising  from  the  eleventh 
and  twelfth  ribs,  is  a  strand  of  muscular  fibres  passing  ob- 
liquely downwards  and  forwards  to  be  attached  to  the  crest 
of  the  ilium.  This  band  measures  f  inch  across  in  the 
middle,  ^  inch  above,  and  about  ^  inch  below.  On  turning 
back  the  latissimus  dorsi  there  is  seen  a  distinct  posterior 
margin  to  this  band  of  fibres,  which  represents  the  external 
oblique  The  erector  spinas  on  this  side  is  well  developed, 
and  projecting  beyond  the  erector  spinas  the  quadratus  lum- 
borum  is  seen,  which  appears  in  every  way  normal;  it  arises 
from  the  transverse  processes  of  all  the  lumbar  processes,  and 
passes  down  to  be  attached  to  the  crest  of  the  ilium.  It  is 
about  h  inch  in  breadth.  The  outer  margin  of  the  external 
oblique  is  semilunar  in  shape,  and  thins  off  so  as  not  to  be 
so  well  marked  as  the  posterior  border.  A  layer  can  be 
dissected  off  representing  the  fore-part  of  the  rudimentary 
external  oblique,  exposing  a  deeper  layer  arising  from  the 
eleventh  rib  beyond  the  twelfth,  and  passing  downwards  and 
backwards  to  be  attached  to  the  crest  of  the  ilium.  On 
removing  this  layer,  which  represents  the  rudimentaiy 
internal  oblique,  the  peritoneum  is  exposed,  covered  by  the 
extra-peritoneal  tissue.  There  is  no  trace  of  any  muscle 
representing  the  transversus  abdominis.  The  last  dorsal 
nerve  passes  through  the  deep  layer  of  muscle. 

Left  side  :  there  is  a  slight  amount  of  muscle  representing 
the  latissimus  dorsi.  On  this  side  is  a  similar  band  of  muscle 
to  that  seen  on  the  right,  measuring  ^  inch  above,  |  inch  in  the 
middle,  and  |  inch  below.  It  is  similarly  split  into  two  layers, 
the  last  dorsal  nerve  passingthrough the  fibres  of  thedeep  layer. 

In  front. — There  is  a  thin  layer  of  muscular  fibres  passing 
from  the  cartilages  of  the  ribs  down  to  the  level  of  the  eighth 
costal  cartilage,  where  there  is  apparently  the  first  linea 
transversa.  This  body  of  muscle  is  well  marked  on  the  right, 
whilst  on  the  left  it  is  but  faintly  seen.  Further  down  there 
is  the  merest  trace  of  any  muscular  fibres  representing  the 
rectus  on  either  side. 

The  chest  cavity  seemed  very  small  as  compared  with  the 
large  abdomen. 

Lungs. — Right  :  middle  lobe  is  almost  completely  atelec* 
tatic. 
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Left :  base  of  the  upper  lobe  and  the  upper  part  of 
the  lower  lobe  are  completely  atelectatic  ;  all  these  undis- 
tended  portions  of  the  lung-  sink  in  water.  The  anterior  edge 
of  the  left  upper  lobe  and  the  inner  surface  of  this  lobe  show 
much  emphysema — some  of  the  air-cells  were  extremely 
dilated,  to  the  size  of  a  haricot  bean.  The  walls  of  these 
very  distended  alveoli  were  quite  translucent. 

Stomach  and  intestines. — Appeared  quite  normal. 

Urinary  organs. — The  bladder  was  greatly  hypertrophied, 
the  wall  measuring  |  inch  in  thickness  ;  it  was  situated  wholly 
within  the  abdominal  cavity.  There  was  no  obstruction  to 
the  urethra ;  the  prepuce  could  be  retracted  over  the  glans. 
At  the  apex  of  the  trigone  was  a  depression,  the  bladder  wall 
being  here  closely  attached  to  the  wall  of  the  rectum.  There 
was,  however,  no  communication  with  the  rectum.  The 
ureter  and  pelvis  of  the  kidney  on  each  side  were  very  greatly 
dilated  and  hypertrophied.  The  openings  of  the  ureters  into 
the  bladder  were  quite  free ;  there  was  no  obstruction  from 
calculi  or  other  source  in  the  ureter.  The  kidneys  were 
large,  and  on  section  looked  yellowish  white. 

Testes. — On  each  side  the  testis  was  situated  in  the  iliac 
fossa,  quite  free  from  the  internal  abdominal  ring. 
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XXXIY. — Tico  cases  of  Gastric  Ulcer  treated  hy  Lapa- 
votonuj.     By  L.  A.  Dunn.     Bead  May  10,  1895. 

OOPHIA  LOUISA  D.,  aet.  15,  was  admitted  into  Miriam 
O  Ward  on  May  19,  1894,  under  the  care  of  Dr.  Newton 
Pitt,  suffering  from  abdominal  pain  and  vomiting. 

It  seems  that  since  last  Christmas  she  had  been  a  good 
deal  troubled  with  gastric  disturbance,  especially  after  taking 
food.  The  pain  was  chiefly  referred  to  the  epigastrium.  She 
had  vomited  to  a  slight  extent  occasionally  about  ten  minutes 
after  a  meal,  the  ejecta  being  acid  and  free  from  blood. 

On  Wednesday,  May  16,  at  9  a.m.,  whilst  at  work,  she 
was  attacked  with  severe  pain  under  the  heart,  and  was 
carried  up  to  Guy's  Hospital.  She  returned  home  feeling 
better.  The  next  day.  May  17,  the  patient  remained  fairly 
well,  but  the  pain  persisted. 

On  May  18  she  was  seized  with  very  severe  pain  all 
over  the  stomach,  and  vomiting.  Castor  oil  was  administered 
without  effect  _;  she  passed  a  restless  night,  and  was  admitted 
into  the  hospital  on  the  next  day. 

On  admission  the  girl  is  well  nourished,  with  a  sallow, 
anxious  face,  dark  eyes,  and  slightly  anasmic  lips.  Temp.  101°, 
pulse  150,  and  respirations  33  per  minute. 

The  abdomen  is  rather  full,  and  moves  little  with  respira- 
tion. It  is  not  tense.  Superficial  tenderness  is  complained 
of  over  the  greater  part  of  the  abdomen,  but  chiefly  in  the 
left  hypochondriac  region.  There  is  slight  fulness  with 
increased  resistance  in  the  epigastric  region  and  slightly  to 
the  left.  The  liver  dulness  on  the  right  side  is  normal,  but 
absent  in  the  epigastrium. 

The  greater  part  of  the  abdomen  is  I'esonant  on  percus- 
sion, and  the  flanks  are  not  dull;  but  there  is  a  hyper- 
resonant  area  occupying  the  left  side  of  the  epigastrium, 
extending  halfway  up  the  sternum,  and  reaching  nearly  to 
the  left  nipple  laterally.  On  auscultation  no  rub  can  be 
detected,  and  the  heart's  sounds,  which  are  transmitted 
through  the  tympanitic  area,  are  apparently  normal.  A 
remarkable  bruit  of  a  bell-like  tone  can  be  heard  syn- 
chronous with  the  heart's  systole  in  the  middle  line  of  the 
abdomen,  midway  between  the  umbilicus  and  the  ensiform 
cartilage. 
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The  rectum  is  empty  and  ballooned.  The  tongue  is 
furred.  Urine,  sp.  gr.  1025,  acid,  pale,  contains  a  slight 
trace  of  albumen.     Menstruation  has  not  yet  taken  place. 

The  diagnosis  of  local  peritonitis  in  the  region  of  the 
stomach,  probably  due  to  perforation  of  a  gastric  ulcer,  was 
made  by  Dr.  Pitt,  and  nutrient  enemata  ^iv  were  ordered 
every  thi'ee  hours — after  previously  emptying  the  rectum  by 
means  of  a  simple  enema, — and  morphia  gr.  |  and  atropine 
gr.  Y^  every  four  hours  subcutaneously. 

Later  in  the  evening  the  report  states  that  the  patient 
has  not  been  sick,  and  the  pain  has  been  subdued  by  the 
morphia.  The  simple  enema  was  very  efficient,  and  the 
nutrient  enemata  are  retained.  The  aljdomen  is  still  rigid. 
Temp.  102-4°,  pulse  144,  resp.  40  per  minute. 

May  20. — Patient  has  the  "  abdominal  expression,"  and 
is  anxious  for  a  little  milk  to  drink ;  the  mouth  is  very  dry. 
The  abdomen  is  not  distended,  but  is  slightly  more  rigid. 
The  pain  has  not  diminished.  She  was  unable  to  void 
urine  till  hot  cloths  were  applied.  The  tympanitic  area, 
supposed  to  be  due  to  some  collection  of  gas,  has  diminished 
somewhat  in  size,  reaching  as  far  as  the  right  edge  of  tha 
sternum.  The  tympanitic  note  is  not  so  resonant  as  it  was 
yesterday.  The  whole  abdomen  is  resonant.  The  stomach 
resonance  reaches  apparently  to  one  inch  below  the  umbilicus. 
Patient  complains  of  deep-seated  pain  in  the  left  hypo- 
chondriac region  about  the  sixth  and  seventh  cartilages. 
There  is  cutaneous  pain  both  in  the  left  hypochondriac  and 
iliac  regions. 

The  recti  are  rigid,  more  so  than  yesterday,  and  the 
whole  abdomen  is  rounded  and  tense.  The  upper  part 
of  the  abdomen  moves  more,  possibly  owing  to  deeper 
respirations. 

Temp.  100°,  pulse  128,  resp.  24  per  minute.  The  pulse 
increased  in  rapidity  during  the  day,  and  showed  marked 
dicrotism. 

The  morphia  almost  entirely  relieves  the  pain.  There  is 
a  tendency  to  draw  up  the  knees. 

11  P.M. — The  patient  is  decidedly  worse  to-night,  rather  in 
the  matter  of  degree  than  in  the  appearance  of  fresh 
symptoms,  but  is  not  at  all  collapsed. 

Mr.  Dunn  was  called  in  at  2  a.m.,  and  decided  to  explore 
the  abdomen  at  once.  A  port-wine  enema  was  given  a 
quarter  of  an  hour  before  the  operation. 

Having  taken  precautions  to  avoid  sepsis  and  shock,  the 
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A.  C.  E.  mixture  was  administered^  and  a  median  incision 
made  just  below  the  umbilicus.  The  peritoneum  was  rapidly- 
reached,  and  opened  after  all  bleeding  had  been  arrested. 
On  exploring  the  abdominal  cavity  with  the  finger,  the 
stomach  was  felt  to  be  fixed  on  to  the  liver,  which  was 
itself  also  attached  by  adhesions  to  the  anterior  abdominal 
wall.  Three  or  four  chromic  gut  sutures  were  passed  through 
the  muscular  and  peritoneal  layers  of  the  mai'gins  of  the 
wound,  and  their  extremities  held  together  by  means  of  clip 
forceps.  By  pulling  on  these  the  margins  could  be  approxi- 
mated, whereas  the  wound  might  be  widely  opened  by 
slackening  them.  The  wound  was  now  enlarged  upwards  by 
means  of  scissors  towards  the  ensiform  cartilage,  thus 
making  the  incision  about  five  and  a  half  inches  long. 

On  separating  the  adhesions  which  fixed  the  liver  to  the 
abdominal  wall  a  quantity  of  opalescent  fluid  escaped.  The 
liver  was  then  pulled  upwards  and  the  anterior  wall  of  the 
stomach  pushed  backwards,  and  now  it  was  that  some 
brownish  fluid,  like  weak  coffee,  containing  gas  bubbles  and 
one  or  two  small  masses  of  coagulated  milk,  escaped.  It 
welled  up  from  a  depth  at  the  left  of  the  incision,  and  was 
found,  on  subsequent  examination,  to  be  strongly  acid  and  to 
contain  a  little  albumen.  Several  more  adhesions  were  broken 
down,  but  still  no  perforation  could  be  seen,  and  it  was  only 
when  the  sutures  were  slackened  and  the  left  margin  of 
the  wound  pulled  outward  to  the  utmost,  whilst  steady 
traction  was  made  upon  the  stomach  towards  the  right,  that 
the  hole  in  this  viscus  became  visible. 

This  was  an  opening,  oval  in  shape,  about  one  third  by 
a  quarter  of  an  inch  in  size,  with  white  granular  edges,  and  a 
periphery  of  inflamed  stomach  wall  with  flaky  lymph  covering 
it.  The  opening  was  then  brought  up  as  completely  as  possible 
into  the  wound,  and  closed  by  means  of  two  rows  of  fine  silk 
Lembert's  sutures.  The  peritoneal  cavity  was  flushed  out 
thoroughly  with  warm  boiled  water,  and  an  attempt  was  made 
to  turn  up  the  great  omentum  over  the  anterior  surface  of  the 
stomach,  in  the  hope  of  thus  strengthening  the  weak  spot. 
This  could  not  be  accomplished  owing  to  the  crumpled  and 
contracted  condition  of  the  omentum,  the  result  of  a  some- 
what lengthy  exposure. 

The  abdominal  wound  was  closed  with  a  deep  row  of 
chromic  gut  sutures,  including  muscles  and  peritoneum,  and  a 
superficial  row  of  silkworm-gut  sutures,  taking  in  skin  only. 
Iodoform  was  dusted  over  the  wound,  which  was  dressed  with 
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sal-alembroth  gauze  and  wool,  the  whole  being  j-etained  in 
position  by  means  of  a  many-tailed  bandage. 

The  operation  lasted  one  hour.  After  the  operation  a  port 
wine  enema  was  given,  and  a  subcutaneous  injection  of 
morphia  and  atropine  half  an  hour  later.  This  was  repeated 
at  intervals  of  four  hours.  Nutrient  enemata  were  ordered 
€vei*y  four  hours,  together  with  one  injection  of  half  a  pint  of 
warm  water. 

May  21. — Patient  is  comfortable.  Tongue  furred  and  dry. 
She  has  passed  22  oz.  of  urine. 

May  22. — There  have  been  no  bad  symptoms.  The  atro- 
pine was  omitted  from  the  injections,  as  she  became  slightly 
excited.  Temp.  99"^,  pulse  116,  resp.  10  per  minute.  There 
is  tenderness  on  pressure  over  the  area  of  the  stomach. 
Mackenzie's  continuous  feeder  was  tried,  but  did  not  prove 
very  satisfactory.  One  ounce  of  warm  water  was  given  by 
the  mouth  every  two  hours,  which  was  greatly  enjoyed  and 
produced  uo  sickness. 

May  23. — Is  quite  comfortable.  The  injection  of  morphia 
was  diminished  to  -^  gr. 

May  24. — Feeding  by  the  mouth  was  commenced.  It 
consisted  of  1  oz.  of  peptonised  milk,  with  a  drachm  of  a 
two  per  cent,  solution  of  hydrochloric  acid,  every  two  hours. 
After  the  second  dose  she  complained  of  nausea  and  flatulence. 

May  25. — The  temperature  fell  to-day  to  97-2°,  but  rose 
in  the  evening  to  99-8°.  She  was  still  nauseated  with  the 
peptonised  milk,  so  milk  and  soda  water  was  given,  and  was 
promptly  returned.  Warm  water  alone  was  tried  for  the  next 
three  hours,  after  which  2  dr.  of  peptonised  milk  was  added. 
She  retained  this. 

May  26. — Patient  was  sick  this  morning,  bringing  up  half 
a  pint  of  greenish  fluid  with  mucus.  She  has  slept  badly,  and 
hiccoughed  at  times.  Pulse  112  per  minute.  The  wound 
was  dressed.  The  dressings  were  soaked  with  a  serous 
discharge,  and  the  wound  had  gaped  very  slightly  at  the 
umbilicus.     There  is  no  distension  of  the  abdomen. 

May  27. — Peptonised  milk  has  been  omitted.  There  has 
been  no  nausea  since.  The  water  given  by  the  mouth  now 
amounts  to  2  oz.  every  two  hours.     The  enemata  as  before. 

May  28. — The  wound  was  again  dressed;  it  had  gaped 
slightly  in  places.     Re-dressed  with  cyanide  gauze. 

May  30. — Soda  water  and  milk,  of  each  an  ounce,  have 
been  taken  every  two  hours.  It  caused  neither  pain  nor 
nausea.     Temp.  99*8°^  pulse  60,  resp.  20. 
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May  31. — The  rectum  was  rer}^  foul,  so  it  was  washed  out 
with  boracic  lotion,  and  an  iodoform  suppository  inserted. 
The  milk  was  increased  to  2  oz.  every  two  hours,  and  beef 
tea  added.  Nutrient  enemata  of  4  oz.  given  every  eight 
hours. 

June  2  — Last  evening  the  patient  complained  of  slight 
pain,  which,  however,  passed  off.  At  ten  this  morning  she 
seemed  comfortable ;  pulse  88  per  minute.  At  1  p.m.  she 
vomited  twice,  and  complained  of  great  pain  in  the  abdomen  ; 
the  pulse  ran  up  to  136  per  minute.  Stomach  feeding  was 
stopped.  At  2  P.M.  the  pain  was  much  worse;  pulse  160. 
A  morphia  and  atropine  injection  was  given.  At  4  p.m. 
Mr.  Dunn  saw  the  patient.  She  was  complaining  of  great 
pain,  the  face  was  drawn,  and  the  eyes  sunken.  She  was 
very  restless,  with  a  rapid  feeble  pulse.  The  wound  was 
dressed  and  found  to  be  healthy.  Over  the  region  of  the 
stomach  there  was  a  tympanitic  note,  which  extended  up  to  the 
fifth  rib.  Her  condition  was  so  grave  that  it  was  decided  to 
have  another  consultation  at  5.30  p.m.  5.30  p.m. — She  is 
more  comfortable  ;  pulse  120.  The  pain  is  not  so  intense. 
The  tympanitic  area  has  not  increased.  The  heart's  sounds 
are  well  transmitted  across  this  area.  Bruit  d'Airain  can  be 
heard.  The  morphia  is  to  be  omitted.  Xutrient  enemata  are 
to  be  given  ever}^  six  hours,  and  1  oz.  of  water  by  the  mouth 
every  two  hours.  At  9  p.m.  another  consultation  was  held. 
The  tympanitic  area  had  increased  upwards,  and  reached  to 
the  fourth  rib.  The  paiu  was  most  severe  and  paroxysmal  in 
character  ;  it  was  felt  all  over  the  abdomen,  which  was  very 
tender,  but  moved  fairly  well.  Pulse  120.  Her  condition 
was  such  that  both  Dr.  Pitt  and  Mr.  Dunn  were  of  the  opinion 
that  she  would  not  live  through  the  night  if  nothing  were 
done;  hence  at  10  p.m.,  having  taken  the  usual  precautions 
against  sepsis  and  shock,  an  incision  3  inches  in  length  was 
made  along  the  left  costal  margin,  and  the  abdominal  cavity 
was  rapidly  opened.  On  exploring  with  the  fingers  it  was 
found  that  the  stomach  was  fully  distended,  and  adherent  to 
the  parietal  peritoneum  on  the  left  of  its  anterior  surface  by 
a  few  recent  adhesions.  These  easil}-  separated,  but  no  gas  or 
fluid  escaped.  The  finger  was  next  passed  to  the  right, 
towards  the  site  of  the  former  operation.  The  adhesions  here 
were  found  to  be  perfectly  secure.  The  abdomen  was  closed 
in  the  same  manner  as  before,  and  the  wound  was  dressed 
Avith  cyanide  gauze.  The  whole  operation  lasted  only  twenty 
minutes.     The  patient  recovered  from  the  anaesthetic,  and  had 
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a  morphia  injection  at  11  p.m.  This  was  repeated  at  2  a.m., 
together  with  three  minims  of  Liq.  Strychninae. 

June  3. — Seems  much  better,  and  has  not  been  sick. 
Has  required  no  more  morphia. 

June  9. — Has  been  going  on  perfectly  well.  The  wound 
was  dressed,  and  the  superficial  stitches  were  removed.  It 
had  healed  completely.  She  takes  the  whites  of  three  eggs,  a 
drachm  of  brandy,  and  a  pinch  of  salt  in  a  pint  of  warm 
water,  one  ounce  every  two  hours  by  the  mouth. 

June  14. — Is  now  fed  entirely  by  the  mouth,  and  expe- 
riences no  discomfort. 

June  20. — Patient  sat  up  to-day.  She  is  still  pallid,  but 
very  cheerful. 

July  2. — Left  the  hospital  for  a  convalescent  home. 

The  second  case  was  that  of  Clothilda  C,  set.  28,  who  was 
admitted  into  Mary  Ward  on  June  4,  1894,  under  the  care 
of  Dr.  Hale  White  for  pain  in  the  abdomen  and  vomiting. 
She  had  previously  been  a  patient  in  St.  George's  Hospital 
for  a  period  of  seven  weeks,  and  had  left  much  relieved. 
Her  present  trouble  commenced  three  weeks  before  admission 
with  vomiting  half  an  hour  after  food,  flatulence,  palpitation, 
and  severe  pain  in  the  epigastrium. 

On  admission  the  abdomen  was  superficially  tender,  most 
markedly  so  in  the  epigastrium.  There  was  no  distension. 
The  bowels  were  costive,  and  the  temperature  99"2°. 

Under  medical  treatment  she  progressed  favorably  till 
June  22,  when  after  eating  some  custard  she  got  up  in  the 
afternoon  for  about  one  hour.  The  pain  in  the  abdomen  now 
returned  with  great  severity,  and  she  was  obliged  to  get  back 
to  bed.  She  vomited  after  taking  any  nourishment,  even 
small  doses  of  peptonised  milk;  hence  on  June  24  it  was 
thought  wise  to  feed  her  entirely  by  the  rectum,  a  nutrient 
suppository  being  alternated  with  a  nutrient  enema  every 
four  hours.  Subcutaneous  injections  of  morphia  were  given 
occasionally  to  relieve  the  pain.  On  June  29  the  patient 
was  very  restless,  complained  of  a  good  deal  of  pain,  and 
vomited  slightly.  At  6  p.m.  she  screamed  out  with  most 
violent  pain  in  the  epigastrium,  and  vomited  half  a  porringer- 
full  of  greenish  fluid.  She  became  very  collapsed,  and  the 
pulse  was  rapid  and  thready.  As  she  did  not  improve,  the 
house  physician  sent  for  Dr.  Hale  White.  When  he  saw  her 
he  at  once  asked  Mr.  Dunn  to  meet  him.  It  was  now  mid- 
night, and  Dr.  Hale  White  and  Mr.  Dunn  found  her  then 
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batlied  in  perspiration,  and  groaning  with  pain.  Her  face 
was  pinclied  and  her  eyes  sunken.  Her  extremities  were 
cold,  clammy,  and  of  a  dusky  hue.  The  pulse  was  very  rapid, 
and  scarcely  perceptible  at  the  wrist.  She  was  very  restless, 
tossing  her  arms  about,  and  throwing  off  the  bedclothes. 
The  abdomen  was  rigid  and  tender. 

As  there  seemed  to  be  no  doubt  about  the  diagnosis  of 
perforated  gastric  ulcer  the  patient  was  wrapped  up  in  hot 
cotton  wool  and  blankets,  and  placed  on  the  operating  table. 
Ether  was  administered,  and  with  all  aseptic  precautions  a 
median  incision  was  made  extending  from  the  ensiform 
cartilage  towards  the  umbilicus.  The  peritoneum  was  quickly 
opened  and  the  stomach  exposed.  This  viscus  was  dis- 
tended with  a  fair  quantity  of  gas,  nothing  abnormal  could  be 
found  on  its  surface,  and  although  the  fingers  explored  the 
whole  of  the  anterior  aspect  no  adhesions  were  encountered, 
and  not  a  trace  of  gas  or  fluid  escaped  from  the  wound. 
Neither  did  it  seem  likely  that  there  was  any  collection  of 
fluid  behind  the  stomach,  since  the  pulsations  of  the  aorta 
could  be  so  readily  felt  transmitted  through  the  walls  of  the 
stomach.  As  the  only  abnormality  revealed  by  the  operation 
was  a  trifling  adhesion  of  the  great  omentum  to  the  parietal 
peritoneum,  and  as  the  patient  was  very  collapsed,  it  was 
decided  to  pursue  the  investigation  no  further,  and  to  close 
the  wound.  This  was  carried  out  on  the  same  plan  as  in  the 
former  case 

She  recovered  from  the  shock  of  the  operation,  but 
continued  to  vomit  the  same  bile-stained  fluid.  The  rest- 
lessness and  pain,  too,  continued  much  as  before  the  operation. 
She  was  kept  under  the  influence  of  morphia  with  rectal 
feeding  as  before,  together  with  an  occasional  large  enema  of 
warm  water.  She  became  weaker,  and  died  in  her  sleep  on 
the  fourth  day  after  the  operation.  The  wound  was  healing 
and  in  no  wise  gaped,  despite  the  persistent  vomiting.  Dr. 
Newton  Pitt  made  the  post-mortem  examination  fourteen 
hours  after  death,  and  reports  that  the  abdominal  incision 
had  united  well  along  the  outer  stitches ;  the  inner  peritoneal 
surfaces,  however,  were  not  so  uniformly  and  firmly  adherent, 
but  nowhere  was  there  anything  like  a  trace  of  suppuration. 
The  peritoneal  surface  of  the  intestines  was  healthy,  and  on 
lifting  up  the  omentum,  which  adhered  to  the  abdominal  wall 
and  was  slightly  thickened,  nothing  at  first  was  seen  to  be 
abnormal.  The  stomach  was  found  to  be  adherent  to  the 
under  surface  of  the  liver  by  a  long  loose  fold  of  peritoneum 
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an  inch  and  a  half  long,  situated  to  the  left  of  the  falciform 
ligament. 

When  examined,  the  peritoneum  and  subjacent  tissue  was 
seen  to  have  undergone  gastric  digestion  for  an  area  2  inches 
across,  and  through  the  softened  tissue  fluid  exuded  from  a 
large  ulcer  on  the  anterior  wall  of  the  stomach.  When  the 
stomach  was  opened  this  was  found  to  lie  with  its  long  axis 
across  the  length  of  the  stomach,  and  near  the  smaller 
curvature  ;  length  -I  and  breadth  h  inch. 

There  was  no  induration  of  the  edge,  and  the  base  appeared 
to  be  formed  solely  by  the  peritoneal  surface,  which  had  by 
this  time  become  diffluent.  There  was  rather  more  than  an 
ounce  of  fluid  in  the  stomach,  and  this  was  bile-stained.  No 
fluid  at  all  was  found  in  the  peritoneal  cavity,  and  no  acute 
inflammation.  No  extravasation  of  recent  lymph.  The  long 
peritoneal  adhesion  to  the  liver  was  tough  and  not  very 
recent. 

There  was  nothing  of  importance  discovered  in  the  rest  of 
the  viscera. 

In  reviewing  these  two  cases  the  first  thing  that  strikes 
one  is  that  symptoms  very  like  those  produced  by  perforation 
of  a  gastric  ulcer  may  be  px'esent  without  this  having  actually 
occurred. 

In  the  first  case,  on  the  thirteenth  day  after  the  operation 
severe  symptoms  suddenly  appeared,  which  were  almost 
identical  with  those  exhibited  by  the  patient  on  her  admission 
into  the  hospital ;  so  much  so  that  both  Dr.  Pitt  and  I  were 
strongly  of  the  opinion  that  a  fresh  perforation  had  taken 
place.  We,  however,  delayed  operating"  as  long  as  possible, 
being  very  averse  to  opening  up  the  abdomen  a  second  time, 
and  it  was  only  at  our  last  consultation,  when  the  patient's 
condition  was  so  grave  as  to  make  us  fearful  of  her  not 
surviving  the  night  unless  something  were  done,  that  we 
decided  to  operate,  and  found  nothing  save  a  distended 
stomach  dragging  upon  some  recent  adhesions. 

In  the  second  case  it  is  doubtful  whether  perforation  had 
happened  or  no. 

Certain  it  is  that  nothing  of  the  kind  was  discovered  at 
the  operation, — and  even  if  it  had  existed  then,  there  had 
not  been  the  slightest  escape  of  the  gastric  contents — as 
verified  not  only  at  the  time  of  operation,  but  also  at  the 
subsequent  post-mortem  examination  ;  still,  I  think,  in  the 
mind  of  any  who  saw  this  patient  on  the  night  of  the  opera- 
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tiou,  not  a  shadow  of  doubt  existed  that  perforation  of  a 
gastric  ulcer  had  taken  place. 

The  operation  that  was  performed  in  the  first  case  was 
followed  by  immediate  relief;  whilst  that  in  the  second  case, 
if  it  did  not  retard,  I  believe  it  did  not  accelerate  the  fatal 
termination. 

What  the  actual  cause  of  death  was  is  difficult  to  determine, 
but,  considering  that  the  patient  had  subsisted  upon  nutrient 
enemata  for  twelve  days,  and  had  been  almost  constantly 
vomiting  for  the  last  week  of  her  life,  exhaustion  may  lay 
claim  to  an  important  share  in  the  result. 

The  reasons  the  perforation  was  simply  stitched  up  without 
excision  of  the  ulcer  were  that  it  occupied  much  less  time, 
that  the  wide-spread  induration  of  the  anterior  wall  of  the 
stomach  showed  that  the  ulcer  was  large,  and  for  its  complete 
removal  would  have  required  extensive  mutilation  of  the 
stomach;  and  that,  owing  to  the  difficulty  of  getting  the 
aperture  into  the  wound,  it  would  have  been  almost  impossible 
to  have  securely  sutured  so  wide  a  gap. 

In  conclusion  I  must  acknowledge  my  indebtedness  to  my 
colleagues,  Drs.  Hale  White  and  Newtou  Pitt,  for  permission 
to  publish  these  cases,  as  well  as  to  Mr.  C.  A.  Peters,  not 
only  for  his  very  accurate  report  of  the  successful  case,  but 
also  for  the  unwearying  attention  he  bestowed  upon  the 
patient  in  the  capacity  of  dresser,  to  which  in  great  part 
must  be  attributed  the  favorable  issue. 
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XXXV. — Two  cases  of  Perforated  Gastric  Ulcer:  in 
one  case  excision  of  edges  of  ulcer  and.  suture^ 
death ;  in  the  other  formation  of  reparative  adhe- 
sions, laparotomy  and  drainage,  recovery.  By  A. 
QuAREY  SiLCOCK.     Bead  May  10,  1895. 

Il/F  H.,  set.  24,  a  barmaid,  was  admitted  to  St.  Mary's 
1»1  •  Hospital  uuder  the  care  of  Dr.  Lees  on  April  10, 
1894. 

Up  to  a  fortnight  before  admission  she  had  enjoyed  good 
health.  Whilst  standing  at  the  bar  on  March  24  she  was 
taken  with  pain  in  the  stomach  coming  on  suddenly.  It  was 
not  so  severe  as  to  interfere  with  her  work,  but  was  slightly 
aggravated  by  taking  food  :  she  did  not  seem  to  have 
thought  much  of  it.  On  the  7th  of  April,  whilst  standing 
at  the  bar  after  her  supper,  she  was  attacked  by  severe 
shooting  pain  in  the  pit  of  the  stomach — so  severe  that  it 
made  her  scream.  She  left  her  work  and  went  to  bed 
immediately.  She  did  not  vomit  after  the  onset  of  the 
pain,  nor  did  she  feel  sick.  The  pain  was  increased  by 
drawing  a  deep  breath,  or  coughing,  or  by  any  attempt  to 
sit  up.     Next  day  her  temperature  was  103°,  she  said. 

The  following  was  her  condition  on  admission  : — She  lay  in 
bed  on  her  back  with  her  legs  drawn  up.  She  could  turn  on  to 
her  right  side,  but  not  on  to  her  left.  She  spoke  in  a  low 
voice,  and  was  obviously  very  ill,  but  did  not  appear  to  be  in 
great  pain.  The  respiration  was  increased  in  frequency;  the 
pulse  l24  per  minute.  The  abdomen  was  not  tumid,  but  the 
left  rectus  muscle  was  tense,  and  there  was  great  tenderness 
on  palpation,  especially  in  the  left  hypochondriac  and  epigas- 
tric regions.  The  diaphragm  did  not  move  in  respiration. 
To  light  percussion  the  liver  dulness  was  obscured  by  a 
tympanitic  note  as  far  outwards  as  the  right  nipple  line.  On 
the  left  side  in  front  there  was  tympanitic  resonance  as  high 
as  the  nipple,  which  extended  outwards  to  the  axillary  line, 
rising  as  high  as  the  ninth  I'ib ;  over  the  ninth,  tenth,  and 
eleventh  ribs  in  this  situation  there  was  great  tenderness. 
Over  the  left  back  the  resonance  was  normal  to  the  level  of 
the  angle  of  the  scapula,  below  which  there  was  a  zone  of 
dulness.     On  deep  percussion  this  dulness  gave  place  to  a 
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"  boxy  "  note;  three  fingers'  breadth  below  the  angle  of  the 
scapula  the  resonance  was  tympanitic.  On  placing  a  coin 
over  the  margin  of  the  thorax  in  the  left  nipple  line  and 
tapping  it  with  another  the  bell  sound  was  well  heard  to  the 
right  of  the  middle  line,  and  on  the  left  side  as  high  as  the 
nipple,  but  not  in  the  middle  line ;  it  could  be  made  out  over 
the  lower  part  of  the  left  back,  but  not  so  well  as  anteriorly. 

After  consultation  with  Sir  William  Broadbent,  Dr.  Lees 
asked  me  to  open  the  abdomen. 

An  incision  was  made  three  inches  long  immediately  below 
the  left  costal  margin,  and  chiefly  through  the  left  rectus 
muscle.  On  opening  the  peritoneum  some  bubbles  of  gas 
and  clear  fluid  neutral  in  reaction  escaped.  No  particles 
of  food  were  mingled  with  this  fluid.  The  stomach  was 
partially  drawn  out  through  the  wound,  and  its  exposed 
surfaces  carefully  scanned.  Eventually,  amidst  the  remains  of 
recent  adhesions  of  lymph  which  feebly  glued  the  yiscus  to  the 
anterior  abdominal  wall  and  had  been  broken  down  in  the 
necessary  manipulations,  there  appeared  a  small  perforation 
admitting  the  end  of  a  large  probe  :  it  was  in  the  anterior 
wall,  midway  between  the  upper  and  lower  borders,  and  the 
cardiac  orifice  and  the  pylorus.  The  edges  of  this  small 
perforation  were  yellow  and  necrotic :  they  were  cut  away 
and  the  freshened  surfaces  of  the  wound  brought  together  by 
a  silk  suture  passed  through  all  the  coats  of  the  stomach  :  thus 
the  tendency  to  eversion  of  the  mucous  membrane  was  over- 
come. Then  the  peritoneum  around  the  wound  was  infolded 
by  means  of  three  Lembert's  silk  sutures.  A  small  drainage- 
tube  was  so  placed  as  to  carry  away  any  discharge  from  the 
neighbourhood  of  the  perforation,  and  stitched  to  the  margin 
of  the  parietal  wound — the  latter  being  closed  in  the  usual 
manner,  and  dressed  with  iodoform,  cyanide  gauze,  and  wool. 

It  was  not  thought  necessary  to  wash  out  the  abdomen 
because  what  little  discharge  had  collected  escaped  when  the 
peritoneum  was  opened,  and  there  were  no  signs  of  a  general 
peritonitis.  The  stomach  and  parts  involved  in  the  operation 
were  sponged  over,  and  dried  by  means  of  sponges  which  had 
been  soaked  and  wrung  in  1  in  1000  sublimate  solution. 
The  subperitoneal  lymphatic  spaces  had  probably  become 
infected,  for  continuous  lines  and  patches  of  exudation 
involved  the  peritoneum  and  the  subperitoneal  tissues 
covering  the  anterior  edge  of  the  left  lobe  of  the  liver,  and 
the  upper  and  under  surfaces  of  the  organ  in  its  immediate 
neighbourhood.      It    was   clearly    impossible    to    get    rid  of 
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infection  here  unless  the  parts  had  been  freely  scraped  or  by 
the  application  of  strong  escharotic  antiseptics.  Particular 
attention  is  drawn  to  this  condition  because  herein  possibly 
lay  the  explanation  of  the  fatal  issue  of  the  case. 

The  patient  was  fed  by  nutrient  enemata,  nothing  being 
given  by  the  mouth  until  the  second  day,  when  53  of  water 
was  allowed  every  hour.  On  the  14th  53  of  rice  (which  had 
been  boiled  for  six  hours,  then  rubbed  through  a  hair  sieve) 
mixed  with  strong  beef-tea  was  ordered  to  be  given  every  hour 
by  the  mouth.  Up  to  the  19th  the  patient  improved  in  health, 
but  during  the  whole  of  this  time  there  was  fever,  and  not  until 
the  seventh  day  after  the  operation  was  the  temperature 
normal  for  a  few  hours  continuously.  The  pulse,  too,  although 
its  frequency  lessened  after  the  operation,  did  not  fall  below 
100  per  minute,  and  often  was  110  per  minute,  or  more.  Thus 
we  were  clear  that  the  patient  was  septicEemic,  although  the 
discharge  from  the  wound  was  slight,  and  there  had  been  no 
suppuration.  She  presented  no  sign  or  symptom  of  general 
peritonitis;  her  diaphragm  now  moved  normally  in  respira- 
tion ;  the  abdomen  was  nowhere  tender,  A  marked  feature  in 
this  patient's  case  was  constant  thirst  and  great  restlessness ; 
with  the  object  of  lessening  the  severity  of  the  former 
symptom  rather  more  liquid  food  was  given  at  this  time  by 
the  stomach,  but  on  April  20  the  temperature  rose  to  101*8°, 
and  it  was  deemed  advisable  again  to  stop  all  food  by  the 
mouth.  When  the  dressing  was  changed  in  the  evening  a 
thin  whitish  turbid  fluid  welled  up  into  the  wound ;  it  had  a 
foetid  odour,  and  was  very  faintly  acid  in  reaction.  This  sero- 
purulent  discharge  continued,  so  that  the  dressiugs  had  to  be 
changed  pretty  often.  The  patient,  too,  became  weaker,  the 
fever  increasing.  Every  effort  was  made  to  drain  the  sub- 
phrenic region,  but  without  avail.  On  the  24th  of  April  she 
was  much  worse,  clearly  in  a  dying  condition ;  ''  no  sickness 
or  abdominal  pain,"  runs  the  clinical  clerk's  note,  "  but  pulse 
weaker  and  intermittent.  Blood  passed  by  rectum,  red  in 
colour,  probably  due  to  irritation  by  enemata."  Pleural 
friction  was  heard  at  left  base.  That  afternoon  an  ansesthetic 
was  administered,  and  an  endeavour  was  made  to  drain  the 
subphrenic  region  by  means  of  an  opening  in  a  line  with 
but  posterior  to  the  parietal  wound ;  in  doing  so  the  left 
pleura  was  opened  at  its  extreme  lower  periphery.  The 
thoracic  wound  was  immediately  closed  and  the  attempt 
abandoned.  On  the  25th  of  April  the  patient  died,  clearly 
from  septic  absorption. 
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Jte'port  of  auto'psy  on  the  body  of  Mary  Ann  H — (April 
2Q,  1894). — Body  of  a  very  anaemic  young  woman  of  about 
twenty  yeai'S.  Two  surgical  incisions,  one  just  below  the  left 
costal  margin,  another  behind  the  anterior  axillary  line  in  the 
ninth  intercostal  space. 

On  opening  the  thorax  the  diaphragm  was  seen  to  be 
displaced  upwards,  reaching  on  both  sides  to  the  fourth 
space  in  the  nipple  line.  The  parietal  pleura  was  punctured 
opposite  the  second  of  the  two  surgical  incisions  mentioned 
above.  The  puncture  was  apparently  healing,  though  the 
diaphragmatic  surface  of  the  left  lung  was  covered  with 
puro-lymph,  which  formed  an  adhesive  layer  between  lung 
and  diaphragm. 

The  lungs  and  heart  presented  no  noteworthy  feature 
save  the  lymph  on  the  under  surface  of  the  left  lung. 

The  middle  part  of  the  abdominal  wound  was  still  open, 
and  through  the  opening  pus  could  be  seen.  On  further 
examination  the  stomach  was  found  to  be  immediately  beneath 
the  wound,  and  this  part  of  the  organ  was  found  to  present 
a  raised  plate  of  firm  lymph  in  which  were  embedded  several 
stitches.  The  stomach  was  attached  to  the  abdominal  wall  by 
old  fibrous  adhesions  which  extended  all  round  the  region  in 
which  the  incision  had  been  made  in  the  abdominal  wall ;  the 
incision  lay  entirely  within  this  zone  of  adhesions. 

The  edge  of  the  left  lobe  of  the  liver  was  firmly  adherent 
to  the  stomach. 

Subphrenic  abscess.  —  During  the  manipulation  of  the 
stomach  a  great  deal  of  pus  welled  up  from  a  large  subphrenic 
abscess,  which  was  bounded  above  by  the  diaphragm,  below 
by  the  upper  surface  of  the  left  lobe  of  the  liver  and  the 
anterior  surface  of  the  stomach.  On  the  right  the  abscess 
was  bounded  by  the  falciform  ligament,  and  on  the  left  it 
extended  to  and  surrounded  the  spleen.  Below  the  abscess 
cavity  was  bounded  by  the  spleen-shelf  (costo-colic  fold),  to 
the  left  and  to  the  right  by  the  adhesions  between  the  stomach 
and  the  abdominal  wall.  The  rest  of  the  peritoneal  cavity, 
including  the  lesser  sac,  was  absolutely  normal  in  appearance. 

Stomach. — On  opening  this  viscus  an  ulcerated  spot  f  inch 
by  3-  inch  was  found  to  be  closed  by  the  sutures  mentioned 
above ;  in  the  depths  of  the  ulcer  was  found  a  deep  stitch, 
which  lay  loosely.  A  section  through  the  ulcer  showed  it  to 
be  quite  firmly  closed. 

In  the  wall  of  the  stomach  were  two  scars  from  old  healed 
ulcers — one  in  the  fundus,  another  in  the  pylorus. 
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The  large  ulcer^  described  above  as  having  been  sutured, 
was  situated  3|  inches  from  the  cardiac  orifice  and  1-|-  inches 
below  the  lesser  curvature.  The  kidneys  were  normal  save  for 
cloudy  swelling. 

I  do  not  know  what  more  I  could  have  done.  Here  was  a 
fairly  healthy  young  woman,  a  recent  perforation,  and  that 
small  in  size,  and  easily  get-at-able  ;  the  surgeon  requisitioned 
at  the  earliest  possible  moment;  the  operation  of  closing  the 
perforation  perfectly  successful.  Yet  the  perforation  had 
existed  a  sufficiently  long  time  before  operative  interference 
to  allow  infection  to  reach  the  subperitoneal  lymphatics  and 
to  become  generalised ;  it  could  not  have  been  evicted,  even 
locally,  by  any  amount  of  washing ;  hence  the  condition  of 
things  found  at  the  autopsy. 

Let  this  case  of  fatal  issue  be  contrasted  with  the 
following  : 

A.  P.,  set.  24,  cook,  was  admitted  into  St.  Mary's  on 
April  7,  1894,  under  the  care  of  Dr.  Cheadle. 

Five  days  previously  she  had  been  feeling  unwell  all 
day,  and  after  going  upstairs  in  the  evening  she  was  sick 
and  fainted ;  on  recovery  she  found  that  she  had  brought 
up  a  large  quantity  of  blood.  After  admission  she  com- 
plained of  occasional  severe  pain  over  the  whole  abdomen 
and  much  epigastric  tenderness.  The  diaphragm  did  not 
move  in  respiration,  the  epigasti-ic  abdominal  wall  receding 
during  inspiration.  She  complained  of  pain  on  deep  inspira- 
tion. She  was  treated  by  Dr.  Cheadle  for  acute  ulceration 
of  the  stomach.  On  April  14  (seven  days  after  admission) 
she  was  seized  witb  sudden  acute  pain  in  the  abdomen, 
which  was  not  localised  to  any  one  spot.  She  vomited  and 
ejected  her  last  meal,  but  no  blood.  The  pulse  was  120 
per  minute ;  she  was  blanched,  and  cried  out  for  relief 
from  the  pain.  Soon  she  vomited  again,  her  condition 
becoming  one  of  collapse.  On  examination  of  the  abdomen 
it  was  noticed  that  the  diaphragm,  which  had  recovered  its 
function  to  some  extent,  was  now  motionless,  whilst  the 
right  half  of  the  epigastrium  was  somewhat  bulged.  On 
percussion  the  area  of  liver  dulness  was  replaced  by  a 
tympanitic  note.  The  upper  limit  of  the  tympanitic  area 
began  on  the  right  side  at  the  lower  edge  of  the  fourth 
rib  in  the  nipple  line,  passing  outwards  horizontally  into  the 
axilla ;  and  to  the  left  of  the   middle  line  followed  the  lower 
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limit  of  the  cardiac  dulness;  this  was  raised  an  interspace, 
the  apex-beat  being  felt  in  the  fourth  space  a  little  inside 
the  nipple.  A  bell  sound  could  be  obtained  over  the  tym- 
panitic area,  most  markedly  a  little  to  the  right  of  the 
ensiform  cartilage,  but  decreasing  in  loudness  centrifugally 
from  this  point.  The  tympanitic  note  was  lost  a  few  fingers' 
breadth  above  the  umbilicus,  the  lower  portion  of  the 
abdomen  being  less  tympanitic.  I  saw  the  patient  with 
Dr.  Cheadle,  and  we  agreed  to  wait  a  few  hours  before 
interfering  surgically  since  the  patient  was  so  much  col- 
lapsed. In  the  evening  I  opened  the  abdomen  by  an 
incision  four  inches  long  made  close  to  the  margin  of  the 
thorax,  its  lower  end  being  an  inch  to  the  left  of  the  middle 
line.  A  small  quantity  of  turbid  serum  of  neutral  reaction 
escaped  on  opening  the  peritoneum,  together  with  a  few 
bubbles  of  gas.  A  wide  band  of  fibrinous  adhesions  bound 
the  anterior  surface  of  the  stomach  to  the  under  surface  of 
the  left  lobe  of  the  liver;  bordering  the  limit  of  the  adhesions 
was  a  zone  of  injected  vessels  lying  in  the  anterior  wall  of  the 
stomach.  The  under  surface  of  the  left  lobe  of  the  liver,  its 
anterior  edge,  and  the  under  surface  of  the  left  half  of  the 
diaphragm  were  flecked  with  lymph  and  patches  of  exudation, 
which  lay  pai'tly  on  the  peritoneal  surface,  partly  beneath  it. 
The  stomach  was  semi-dilated  :  the  exposed  portion  seemed 
to  be  quite  normal  elsewhere  than  at  the  site  of  the  perfora- 
tion. A  drainage-tube  Avas  inserted  and  the  wound  closed  by 
silkworm-gut  sutures. 

This  patient  made  a  slow  but  a  practically  uninterrupted 
recovery :  the  wound  had  completely  healed  on  April  26, 
and  she  went  back  to  the  medical  wards  on  April  30.  She 
has  suffered  since  from  impaired  locomotion  of  the  stomach, 
and  has  been  from  time  to  time  under  treatment  since  that 
date  as  an  out-  or  in-patient. 

It  is  as  difficult  to  account  for  the  successful  issue  of  this 
case  as  it  is  easy  to  explain  the  fatal  result  in  the  first.  The 
latter  was  in  a  far  better  condition  than  the  second  patient,  who 
indeed  at  the  time  of  the  operation  seemed  to  be  in  extremis. 
At  the  outset,  however,  the  fatal  case  had  much  fever,  whilst 
the  second  had  but  slight  septic  fever  before  the  laparotomy 
and  less  subsequently ;  in  fact,  I  have  been  tempted  to  think 
that  recovery  might  have  ensued  without  surgical  aid. 

One  lesson  I  have  learnt  from  the  successful  case  is  the 
inadvisability   of  interfering  with  adhesions  if  these  appear 
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to  shut  off  the  perforation  from  the  general  peritoneal  cavity. 
Had  I  interfered  with  them  I  should  have  exposed  a  per- 
foratioUj  no  doubt,  but  possibly  a  perforating  ulcer  of  a 
magnitude  which  would  have  been  diflficult  or  impossible  to 
deal  with  adequately  by  excision  and  suture;  and  without 
doubt  I  should  have  opened  up  the  peritoneum  to  wide- 
spread infection. 

I  have  to  thank  Dr.  Cheadle  and  Dr.  Lees  for  permission  to 
publish  these  cases,  and  for  their  kindly  assistance  and  advice 
in  the  treatment ;  Dr.  J.  L.  Morton  for  the  report  of  Case  1 ; 
and  Mr.  J.  J.  Clarke,  F.E.C.S.,  for  the  report  of  the  autopsy 
of  the  same. 
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XXXVI. — Extensive  Degenerating  Naevus  of  the  Bladder. 
By  W.  Arbuthnot  Lane,  M.S.  Read  May  10, 
1895. 

WD.,  aet.  3^  years,  was  admitted  into  St.  John's  Hospital, 
•  Lewisliam,  under  the  care  of  Mr.  Lennard  Stokes  in 
September,  1894. 

When  the  child  was  three  months  old  the  mother  noticed 
for  the  first  time  some  naevoid  growth  about  the  anus  and 
some  minute  patches  scattered  over  the  buttock.  They 
gradually  lost  their  red  colour,  and  became  bluish  and  firm. 
That  about  the  anus  is  at  the  present  time  hard  and  nodular, 
as  if  it  had  undergone  cystic  degeneration.  It  does  not 
extend  into  the  rectum. 

Two  years  ago  the  child  commenced  to  pass  bloody  urine  at 
times,  while  occasionally  pure  blood  or  blood-clot  was  dis- 
charged from  the  urethra.  This  discharge  of  blood  accompanied 
straining  in  defecation,  and  the  mother  was  for  a  long  time  under 
the  impression  that  the  blood-clot  escaped  from  the  rectum. 
The  child  suffered  much  from  constipation.  For  intervals  of 
time  the  discharge  of  blood  would  cease,  the  longest  period 
being  from  April  to  August,  1894. 

Since  her  admission  into  the  hospital  on  October  10  the 
urine  had  always  contained  blood,  and  during  difficult  defeca- 
tion large  flat  clots  and  a  quantity  of  fluid  blood  were  passed. 
It  seemed  very  probable  that  much  of  the  violent  straining 
was  due  to  a  forcible  extrusion  of  the  clot  from  the  bladder,  and 
not  to  any  desire  to  defgecate.  Mr.  Stokes,  in  consultation 
with  Mr.  Burroughs,  diagnosed  the  condition  as  ntevus  of  the 
bladder,  and  as  the  child  was  very  blanched  and  exhausted 
from  the  very  considerable  loss  of  blood,  he  asked  me  to  see 
her  with  a  view  of  operating.  I  saw  her  on  October  22,  when 
I  exposed  by  the  ordinary  suprapubic  incision  an  unusually 
large  and  firm  bladder.  On  incising  its  anterior  wall  great 
masses  of  ngevoid  tissue  prolapsed  through  the  opening  made. 
Most  of  this  was  soft  and  compressible,  and  bled  from  its 
surface  when  manipulated.  On  introducing  the  finger  and 
separating  the  edges  of  the  incision,  the  whole  of  the  mucous 
membrane  of  the  bladder,  with  the  exception  of  two  narrow 
strips  where  it  was  normal,  was  seen  to  be  converted  into  large 
masses  of  the  same  appearance  as  that  already  described. 
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Some  portions  of  the  growth  seemed  more  vascular  and 
bled  more  readily  than  the  remainder,  which  contained  fii*mer 
lumps  and  was  apparently  undergoing  a  cystic  degeneration. 
Feeling  that  I  should  probably  do  more  harm  than  good  by 
attempting  to  remove  as  much  as  I  could  by  ligature,  I 
determined  to  temporize  and  watch  the  course  of  events. 
Consequently  the  opening  in  the  bladder  was  closed  by  sutures 
together  with  the  skin  incision.  Hazeline  was  injected  into 
the  bladder  for  some  days  after  the  operation,  and  for  a  time 
the  bleeding  ceased. 

Recently  it  has  returned  at  long  intervals,  but  in  very 
small  quantities.  The  general  condition  of  the  child  is  also 
very  much  better  than  it  was  before  the  operation.  It  is  fat 
and  rosy,  and  apparently  in  robust  health.  Should  the 
heemorrhage  recur  and  cause  anxiety,  we  propose  to  open  the 
anterior  surface  of  the  bladder,  having  previously  exposed  its 
peritoneal  aspect  to  avoid  damage  to  that  portion  of  its  surface, 
and  to  remove  as  much  of  the  growth  as  we  can  with  the 
electric  snare.  At  the  same  time  we  hope  that  by  the 
progress  of  the  degenerative  change  which  appears  to  be  now 
present  we  may  be  able  to  avoid  further  operative  interference, 
bleeding,  should  it  recur,  being  stopped  by  local  applications. 
Mr.  Stokes  and  Mr.  Burroughs  deserve  all  the  credit  of  the 
diagnosis.  I  expected  to  find  an  adenomatous  or  papillomatous 
growth.  As  I  have  never  heard  of  such  a  condition  of  the 
bladder,  I  thought  it  of  sufficient  interest  to  bring  before  this 
Society. 
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XXXVII. — A  case  of  Pylephlebitis  loith  Abscesses  in 
the  Spleen  :  foreigri  body  in  mesenteric  vein :  death 
from  pysemia.     By  Sidney  Phillips,  M.D.     Read 
May  24,  1895. 

WG.,  aet.  52,  warehouseman,  was  admitted  into  St.  Maiy's 
•  Hospital  on  September  11,  1894,  with  the  following 
history  : — His  father  died  of  phthisis ;  the  patient  himself  had 
rheumatic  fever  at  the  age  of  seventeen ;  his  general  health 
had  always  been  good,  but  he  was  subject  to  winter  cough  and 
asthma ;  there  was  no  history  of  syphilis ;  he  had  at  one  time 
taken  spirits  freely. 

Present  illness. -^On  August  13  he  was  so  far  as  he  knows 
in  his  usual  health,  and  went  with  his  family  to  stay  at 
Kamsgate.  On  the  next  day  he  went  out  in  a  brake,  and,  the 
evening  turning  out  inclement,  he  thinks  he  got  a  chill.  On 
the  day  after  this,  at  about  5  p.m.,  while  out  for  a  walk,  he 
was  seized  with  a  severe  rigor  lasting  sixty-five  minutes,  after 
which  he  sweated  profusely  for  two  hours.  After  the  sweating 
ceased  he  felt  perfectly  well,  and  went  out  again  for  a  walk ; 
but  the  rigors  recurred  on  the  succeeding  four  days,  attacking 
him  with  great  regularity  on  each  day  at  5  p.m. 

He  was  treated  by  a  medical  man  with  quinine,  and 
returned  to  London  at  the  end  of  a  week.  After  that  the 
attacks  of  shivering  diminished  both  in  frequency  aud  in 
severity,  and  for  five  or  six  days — that  is,  from  the  1st  to  the 
7th  September — he  was  free  from  any  attack.  On  the  latter 
date  he  had  another  rigor  lasting  about  half  an  hour,  and  on 
the  advice  of  his  medical  attendant  he  came  to  St.  Mary's 
Hospital. 

On  admission,  on  September  11,  he  was  extremely  pallid 
and  anaemic;  the  temperature  was  102°,  the  pulse  100  per 
minute.  Nothing  abnormal  was  found  about  the  heart  except 
that  the  impulse  could  with  difficulty  be  felt ;  his  respirations 
were  40  a  minute,  and  he  "  wheezed "  considerably  on 
breathing ;  there  was  a  cough  and  muco-purulent  expectora- 
tion, with  evidences  of  considerable  emphysema  and  bronchitis. 
The  left  lung,  below  the  angle  of  the  scapula,  gave  a  defective 
note  on  percussion,  and  over  the  same  area  the  breath-sounds 
were  rather  weaker  than  on  the  right  side,  though  accompanied 
by  loud  mucous  rales. 
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His  appetite  was  bad.  The  liver  was  much  enlarged, 
its  edge  being  felt  in  the  vertical  nipple  line  as  low  down  as 
the  level  of  the  umbilicus  ;  it  was  not  painful  or  tender.  The 
superficial  veins  of  the  abdominal  wall  were  rather  ov^er-full. 
The  spleen  was  very  much  enlarged,  its  edge  reaching  four 
fingers'  breadth  below  the  costal  margin,  and  coming  forwards 
as  far  as  the  tip  of  the  eighth  rib ;  it  felt  hard,  and  moved 
freely  with  respiration  beneath  the  abdominal  walls. 

The  urine  was  acid,  of  sp.  gr.  1012,  without  any  albumen 
or  sugar. 

When  I  saw  him  on  September  12,  the  day  after  the  above 
notes  were  taken  by  Mr.  F.  P.  Piper,  M.B.Lond.,  the  house 
physician,  and  Mr.  J.  Hurst  Smyth,  the  clinical  clerk,  I  intro- 
duced an  exploring  needle  into  the  left  pleural  cavity,  and  the 
syringe  filled  at  once  with  ^  oz.  of  pure  blood.  During  the 
next  two  days  he  continued  to  get  worse,  being  delirious  at 
night,  with  a  pyrexia  of  99°  to  101°,  and  the  mucus  he 
expectorated  was  slightly  reddened  by  blood.  On  the  14th, 
his  respirations  being  42  and  his  breathing  becoming  moi-e 
distressing,  I  aspirated  the  left  pleura  and  drew  off  9  oz.  of 
bright  red  blood.  This,  like  the  fluid  previously  withdrawn, 
coagulated  immediately,  and  under  the  microscope  showed 
nothing  to  distinguish  it  from  pure  blood. 

The  dyspnoea  was  relieved  by  this  aspiration,  and  the  liver 
became  lessened  in  size  ;  the  enlargement  of  the  spleen,  too, 
appeared  to  be  much  lessened,  so  that  finally  it  could  not  be 
felt  through  the  abdominal  wall.  But  he  gradually  lost 
ground,  the  fever,  the  nocturnal  delirium,  and  the  sleeplessness 
continuing.  His  gums  became  spongy,  his  breath  smelt 
septiceemic,  and  he  died  on  the  night  of  September  17,  just 
a  week  after  admission  into  the  hospital  and  thirty-four  days 
from  the  onset  of  his  illness.  I  may  add  that  blood  from  the 
finger  tip  was  examined  twice  during  his  illness,  but  there 
was  only  found  a  great  decrease  in  the  number  of  red 
corpuscles. 

His  treatment  while  in  the  hospital  consisted  of  the 
administration  of  quinine,  of  expectorants  and  stimulants, 
and  of  aspirating  the  pleural  cavity  to  relieve  the  dyspnoea. 

At  the  autopsy  made  by  Mr.  J.  J.  Clarke,  M.B.,'F.R.C.S., 
pathologist  to  the  hospital,  the  spleen  weighed  2  lbs.  6  oz.,  and 
in  its  substance  were  three  large  abscesses  with  sloughy 
limiting  membranes  ;  these  abscesses  destroyed  almost  the 
whole  of  the  spleen,  and  what  little  splenic  pulp  remained 
was  softened,  congested,  and  rotten. 


224  Dr.  Phillips's  Case  of  PylephleUfis. 

The  liver  weighed  7^  lbs.  On  cutting  across  the  small 
omentum,  pus  poured  out  of  the  divided  portal  vein,  and  on 
section  of  the  liver  pus  was  found  throughout  its  substance ; 
but  everywhere  it  was  in  the  hepatic  ramifications  of  the 
portal  veiu^  and  nowhere  formed  any  localised  abscess  in  the 
liver  itself.  On  slitting  up  the  portal  vein  and  its  branches  in 
the  downward  direction  there  was  found  pus  in  the  splenic 
vein,  and  in  this  vein  close  to  its  termination  in  the  portal  vein 
was  a  soft  semi-puriform  clot. 

In  the  mesenteric  veins  there  was  also  abundance  of  pus, 
and  in  one  of  the  main  branches  of  the  inferior  mesenteric 
vein  were  found  two  black  bi-istles,  which  were  probably 
originally  parts  of  a  single  bristle.  One  part  was  about  j  inch 
and  the  other  |  inch  long,  and  they  were  similar  to  the  bristles 
used  in  hair  brushes.  The  ends  of  the  bristles  appeared  just 
indented  in  the  lining  membrane  of  the  vein,  but  there  was 
no  sign  of  any  injury  to  the  vein  wall,  or  any  trace  of  the 
passage  of  the  bristle  through  the  vein  or  intestine.  The 
lungs  showed  a  state  of  advanced  emphysema,  with  much 
mucus  in  the  air-tubes.  The  lower  part  of  the  left  lung  was 
much  congested,  and  the  left  pleura  contained  about  1  oz.  of 
blood. 

The  right  pleural  sac  was  quite  obliterated  by  adhesions. 
There  was  nothing  abnormal  in  heart  or  kidneys. 

Eemarks. — When  this  patient  first  came  under  my  obser- 
vation there  was  evident  a  very  great  enlargement  of  the 
liver  and  of  the  spleen,  with  bronchitis,  left  pleural  effusion, 
pyrexia,  and  a  history  of  rigors  and  sweats  for  four  weeks,  at 
first  diurnal  and  later  on  at  irregular  intervals  :  there  seemed 
little  doubt  that  there  was  pus-formation  somewhere,  and 
when  the  fluid  in  the  pleura  was  shown  by  the  exploratory 
needle  to  be  blood  and  not  pus,  it  seemed  almost  certain  that 
some  part  of  the  abdominal  cavity  was  the  seat  of  the  sup- 
puration. 

There  was  no  softening  or  fluctuation,  however,  detectable 
in  either  the  enlarged  liver  or  spleen,  and  I  came  to  the 
conclusion  that  suppuration  in  the  portal  vessels  existed  from 
some  unascertainable  cause. 

The  autopsy  showed  a  condition  of  suppurative  pyle- 
phlebitis with  abscesses  in  the  spleen.  It  is  improbable  that 
the  splenic  abscesses  were  the  original  cause  of  the  pyle- 
phlebitis, for  primary  abscess  of  spleen  is  very  rare,  and  the 
organ  appeared  quite  hard  and  non-fluctuant  till  two  or  three 
days  before  the  patient's  death. 
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It  seems  almost  certain  that  the  patient's  fatal  illness  was 
set  up  by  the  bristles  found  in  the  interior  of  the  vein ;  though 
no  trace  of  their  passage  could  be  found,  they  must  after 
entering  the  alimentary  canal  have  passed  through  the  wall  of 
the  intestine  and  of  the  vein,  and  become  lodged  in  the  latter, 
possibly  some  time  previously.  Suppuration  commencing 
around  them,  a  general  suppurative  pylephlebitis  was  soon 
set  up;  the  spleen  would  appear  to  have  become  greatly 
engorged  with  blood  and  enlarged  from  the  thrombus  in  the 
splenic  vein,  and  the  organ  ultimately  became  the  seat  of 
abscesses  from  the  pyasmic  blood  condition. 

According  to  Frerichs  {Diseases  of  the  Liver),  there  is  but 
one  other  observation  of  traumatic  pylephlebitis  recorded  in 
medical  literature  ;  it  was  that  of  a  case  published  by  Lambron 
in  the  Archiv.  gen.  de  Med.,  1842,  p.  129,  in  which  a  fish-bone 
passed  through  the  wall  of  the  stomach  and  became  impacted 
in  the  superior  mesenteric  vein,  giving  rise  to  a  fatal  suppura- 
tive pylephlebitis. 

From  time  to  time  cases  are  recorded  of  splenic  abscesses 
found  post  mortem  which  it  is  impossible  to  account  for ;  it 
would  be  well  in  future  in  such  cases  to  search  for  injury 
to  the  intestinal  coats  or  veins  from  the  possible  presence  of 
foreign  bodies. 

There  are  points  of  subsidiary  interest  worthy  of  note. 
The  one  is  the  hfemorrhagic  nature  of  the  fluid  which  was 
effused  into  the  pleura;  this  seems  to  have  been  due  to  the 
cachectic  condition  of  the  patient,  in  part  arising  from  disturb- 
ance of  the  functions  of  the  spleen.  In  the  case  of  splenic 
abscess  recorded  in  this  Society's  'Transactions'  for  1894 
by  Dr.  Finlay  the  patient  coughed  up  several  ounces  of 
blood,  though  at  the  autopsy  nothing  abnormal  was  found  in 
the  lungs  except  some  oedema. 

The  other  point  is  that  when  the  spleen  suppurated, 
it  became  so  softened  that  its  outline  was  lost,  and  this  gave 
the  erroneous  impression  that  the  previous  enlargement  of  the 
orofan  had  subsided. 
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XXXVIII. — A  case  of  Tliichened  and  Contracted 
Mesentery  simulating  Tumour  mi  a  case  of  Cirrhosis 
of  the  Liver.  Bj  F.  Lucas  Benham,  M.D.  Bead 
Man  24,  1895. 

GR.,  a  man  aet.  55^  married,  with  three  grown-up  children. 
•  By  trade  a  carpenter,  but  has  been  disabled  from 
working-  for  the  last  two  years  by  failure  of  health. 

He  has  been  for  a  very  long  time  addicted  to  drinking  to 
excess^ — formerly  spirits  in  large  quantities,  often  a  pint  of 
gin  in  a  day ;  more  recently  he  has  taken  spirits  chiefly  in  the 
form  of  "nips,"  and  has  drunk  more  beer.  Patient's  bodily 
and  mental  condition  when  I  saw  him  prevented  his  giving 
answers  to  my  questions,  but  his  wife  was  aware  of  his  habits 
of  drinking  to  excess,  and  admitted  the  above  facts. 

He  had  an  attack  of  jaundice  fifteen  years  ago.  Usually 
has  retched  in  the  morning,  and  never  took  any  breakfast. 
Never  had  vomiting  or  haematemesis.  Began  to  get  rather 
thin  and  ill  eleven  months  ago  ;  his  body  swelled,  but  this 
swelling  went  away.  He  has  been  kept  to  bed  for  the  last 
four  or  five  months,  but  though  he  became  weaker  his  friends 
did  not  notice  that  he  continued  to  lose  flesh.  He  has  had  but 
little  medical  treatment.  Was  admitted  to  Westminster 
Hospital  two  months  ago  with  considerable  dropsy,  but 
refused  to  stay  in  there  more  than  a  week. 

He  was  first  seen  by  me  on  August  16,  1894.  He  was 
lying  on  his  side  in  bed,  looking  emaciated,  very  cachectic, 
and  helpless.  Mind  constantly  wandering  ;  could  hardly 
understand  or  answer  anything  coherently.  He  is  said  to  be 
more  restless,  talkative,  and  delirious  at  night.  Tongue  red 
and  dry,  sordes  onlips.  Slight  cough,  hawking  and  expecto- 
rating scanty  blood-stained  mucus.  Breath  offensive.  Chest 
cannot  easily  be  examined,  but  air  apparently  enters  freely 
all  over;  no  rales.  Respiration  not  accelerated;  heart 
normal ;  pulse  regular,  about  60.  Skin  cool,  sallow  but  not 
jaundiced.  Purpuric  spots  on  extremities.  Small  bedsore 
on  one  shoulder.  No  visible  enlargement  of  superficial 
abdominal  veins ;  girth  SQ-g-  inches,  abdomen  being  enormously 
distended.  Fluctuation  marked — dull  nearly  all  over,  in  front 
and  in  both  flanks  ;  liver  cannot  be  felt,  or  its  area  of  dulness 
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well  defined ;  it  appears  small ;  scrotum  oedematous ;  very 
slight  oedema  of  ankles;  has  a  fanciful  appetite,  almost  com- 
plete anorexia  ;  takes  very  little  food  of  any  kind ;  is  occa- 
sionally sick ;  bowels  loose ;  urine  scanty,  high-coloured. 

August  19. — He  has  remained  much  the  same,  but  seems 
to  get  weaker  and  more  helpless  ;  the  weight  and  encum- 
brance of  his  abdomen  interfere  with  his  moving  in  bed,  and 
prevent  his  being  able  to  raise  himself  at  all,  and  cause  some 
dyspnoea.  He  passes  urine  and  faeces  in  bed.  Lies  half 
unconscious,  but  can  be  partially  roused,  and  mutters  when, 
addressed.  Girth 37^  inches, i.e.  2  inches  less.  Issaidtohave 
slept  better  last  night ;  pulse  and  tongue  as  before  ;  no  cough. 
It  was  decided  to  perform  paracentesis,  merely  to  give  relief, 
for  it  was  plain  that  his  life  could  not  be  prolonged  for  many 
days.  It  was  attempted  to  make  him  sit  up,  but  from  his 
weakness  and  the  protuberance  of  his  abdomen  this  was 
impossible.  He  was  therefore  placed  on  the  side  of  the  bed 
with  his  legs  over  the  edge,  and  his  back  supported  in  the 
semi-recumbent  position  with  pillows. 

A  plain  trocar  and  cannula  were  inserted  midway  between 
the  umbilicus  and  pubes,  but  failed  to  draw  olf  any  fluid; 
probably  the  instrument  did  not  enter  the  cavity.  An  aspi- 
rator was  then  used  instead,  and  fluid  at  once  escaped  freely. 
It  was  clear  reddish  serum,  and  flowed  continuously.  Thirteen 
quarts  were  removed,  and  the  abdomen  was  even  then  by  no 
means  empty.  When  the  fluid  had  been  partly  evacuated,  con- 
siderable pulsation  was  noticed  in  the  epigastrium,  evidently 
communicated  from  the  abdominal  aorta  ;  and  as  the  abdomen 
became  more  empty  it  assumed  a  peculiar  form  in  front,  a 
prominence  remaining  between  the  ensiform  cartilage  and 
the  umbilicus,  while  the  skin  around  was  flattening  and 
becoming  depressed.  On  palpation  a  large  irregular  tumour, 
hard  in  consistence,  of  considerable  area  and  thickness,  was 
felt.  It  was  uneven  or  coarsely  nodular  on  the  surface  and 
margins,  which  were  roughly  circular  in  shape  and  tolerably 
well  defined,  slightly  movable,  and  painful  and  tender  on 
handling.  Part  of  its  anterior  surface  seemed  to  stand  out  in 
the  form  of  a  large  sausage.  It  was  situated  deeply,  reach- 
ing from  the  spine  to  the  anterior  abdominal  wall,  was 
longer  from  above  down  than  from  side  to  side,  and  projected 
further  to  the  right  than  to  the  left  of  the  middle  line.  It 
seemed  to  be  distinct  from  the  liver,  but  the  lower  border  of 
the  latter  could  not  well  be  made  out. 

August  20. — Has  been  easier  ;  can  turn  about ;  slept  well ; 
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less  delirious,  but  still  mind  and  attention  are  not  clear  ;  takes 
food  a  little  better  ;  passed  more  urine. 

August  21. — Took  no  food  since  he  was  visited  yesterday; 
slept  nearly  all  the  day  and  night,  and  died  quietly  this 
morning. 

Poat-inorteiu  (seven  hours  after  death). — Abdomen  only 
was  opened.  Trunk  fairly  nourished  j  abdomen  much  swollen ; 
face  and  limbs  shrunken;  much  hypostatic  congestion,  espe- 
cially of  left  arm  ;  rigor  mortis  commenced ;  subcutaneous  fat 
abundant.  On  opening  peritoneum  a  large  quantity  (about 
14  galls.  ?)  of  fluid  escaped,  similar  to  that  removed  by  para- 
centesis. It  contained  no  lymph  or  pus.  When  the  fluid  had 
escaped,  the  intestines  were  seen  to  be  universally  of  a  dingy 
brown  or  black  colour;  the  parietal  peritoneum  was  only 
discoloured  here  and  there.  The  coils  of  intestine  were 
nowhere  adherent,  but  were  huddled  up  togetlier,  and  seemed 
firmer  and  more  substantial  than  usual.  Their  external 
surface,  besides  being  dark-coloured,  had  lost  its  smooth- 
ness and  gloss,  but  there  was  no  exudation  of  lymph  what- 
ever. 

Liver. — Much  contracted  and  flattened,  coarsely  granular 
(hobnailed)  ;  margins  irregular.  The  capsule  could  not 
possibly  be  stripped  off,  though  it  was  not  much  thickened 
and  not  adherent  to  surrounding  parts.  On  section  the  organ 
was  extremely  dense,  tough,  and  indurated.  Structure — 
bright  yellow  lobules  embedded  in  variable  proportion  in 
a  quantity  of  the  densest  fi.brous  tissue  ;  in  places  the  glan- 
dular tissue  was  quite  gone. 

Spleen. — Large,  capsule  not  thickened;  consistence  firm. 

Pancreas.—  Dense  and  indurated. 

Kidneys. — Quite  normal,  apparently,  in  size,  structure,  and 
consistence  ;  capsule  very  thin  and  stripped  easily ;  surface 
smooth ;  organs  venously  congested. 

Mesentery. — Eemarkably  shrunken  and  condensed,  short- 
ened and  thickened  in  all  parts;  contained  a  thick  stratum  of 
fat  between  its  layers,  so  that  it  formed  a  mass  of  very  firm 
plates  and  rolls,  drawing  the  coils  of  intestine  together  and  up 
towards  the  spine.  On  the  surface  lay  the  thickened  omentum  in 
a  cylindrical  form.  It  was  evidently  this  extreme  condensation 
of  the  mesentery,  mesocolon,  and  omentum  that  produced  the 
mass  by  which  pulsation  was  transmitted  to  the  abdominal 
surface  during  tapping,  and  was  taken  for  a  tumour  when  the 
fluid  was  removed.  The  thickening  of  the  mesentery  involved 
its  whole  length  and  breath.     The  peritoneal  covering  of  the 
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gut  seemed  also  thickened,  so  that  the  tube  was  firmer  and 
less  collapsible  than  usual. 

Remarks. — I  have  ventured  to  bring  forward  this  case  of 
a  disease  so  common  as  cirrhosis  of  the  liver,  as  I  believe  it 
presents  certain  features  and  complications  which  are  worth 
notice,  as  they  are  somewhat  unusual,  and  have  not  received 
much  attention  hitherto,  as  far  as  I  know. 

I  am  referring  to  the  condition  of  the  mesentery.  In  most 
of  the  text-books  this  condition  is  not  mentioned  at  all,  though 
it  is  well  described  in  Hilton  Fagge's  book  as  the  commonest 
lesion  of  chronic  peritonitis.  He  states  that  its  causation 
is  not  well  understood,  though  it  is  usually  associated  with 
chronic  Bright's  disease  or  perihepatitis,  neither  of  which  was 
present  in  my  case ;  and  he  makes  no  mention  of  its  occurrence 
in  conjunction  with  cirrhosis  of  the  liver.  If  peritonitis  occurs 
in  the  course  of  cirrhosis  of  the  liver,  it  is  usually  of  the 
exudative  form,  and  is,  I  believe,  generally  traumatic,  as  a 
result  of  tapping. 

It  is  common,  however,  to  get  slight  forms  of  contraction  of 
the  mesentery  in  cirrhosis,  at  any  rate  affecting  the  omentum 
only. 

I  should  like  to  raise  the  question  whether  this  change  in 
the  mesentery  is  essentially  a  chronic  peritonitis,  or  whether 
it  is  produced  by  a  process  of  cirrhosis  due  to  the  same  causes 
which  bring  about  cirrhosis  of  the  liver. 

I  have  left  a  practical  point  till  the  last,  viz.  the  existence 
of  the  tumour.  As  this  is,  of  course,  not  perceptible  until  the 
ascitic  fluid  has  been  removed,  it  is  easy  to  understand  how 
such  a  thing  may  have  escaped  recognition,  and  may  generally 
continue  to  do  so,  as  the  binder  that  is  used  prevents  thorough 
examination.  But  if  it  is  noticed,  it  may  forcibly  suggest  a 
doubt,  such  as  I  felt  in  this  case  for  the  time,  whether  the 
tumour  may  not  be  of  a  malignant  nature,  thus  making  one 
alter  one's  diagnosis,  and  lead  to  an  error  in  filling  up  the 
certificate  of  death  if  no  post-mortem  examination  is  made. 
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XXXIX. — A  case  diagnosed  as  Tubercular  Meningitis 
in  u-liich  recovery  took  place,  a  brother  aged  nine 
months  having  died  in  the  meaniohile  with  similar 
si/mptoms,  and  Tubercular  Meningitis  having  been 
found  on  post-mortem  examination.  By  Samuel 
West,  M.D.     Bead  May  24,  1895. 

T>  HODA  A.,  set.  2  years  and  7  months,  was  admitted  under 
JX  my  care  into  the  Royal  Free  Hospital  for  frequent 
vomiting,  loss  of  appetite,  and  constipation. 

She  had  been  quite  well  till  April  3,  wheti  she  became 
feverish  and  vomited  frequently.  These  symptoms  continued 
until  the  5th,  when  she  had  a  fit.  Her  mother  stated  that 
she  became  stiff,  was  convulsed,  and  her  eyes  rolled.  She 
remained  in  this  condition  for  two  days,  when  she  seemed  to 
rally  a  little,  but  she  hardly  slept  at  all,  picked  her  face  a 
good  deal,  and  seemed  to  dread  being  touched. 

On  the  11th  she  was  brought  to  the  hospital  and  was 
admitted. 

The  patient  was  a  well-developed  child.  She  lay  on  the 
left  side  with  the  head  drawn  back,  and  seemed  to  take  little 
notice  of  her  surroundings.  The  eyebrows  were  slightly 
contracted,  the  eyes  half  open,  the  pupils  and  the  movements 
of  the  eyes  normal. 

She  was  continually  grinding  her  teeth.  Except  for  a 
little  bronchitis,  there  was  nothing  to  note  on  examination. 
The  pulse  was  rapid  (165),  and  the  temperature  rose  to  103°  in 
the  evening. 

The  next  day,  April  12,  the  child  was  very  drowsy.  On 
the  14th  a  patch  of  broncho-pneumonia  was  found  at  the 
right  apex. 

April  17. — Patient  was  worse,  more  restless  and  irritable, 
and  head  more  retracted.  The  temperature,  which  till  the  16th 
had  oscillated  widely,  reaching  103°  every  evening,  was  now 
lower,  not  rising  above  102. 

April  18. — Very  delirious  at  night ;  vomited  twice. 

April  20. — Seemed  worse ;  slight  squint  observed  for  the 
first  time  ;  pulse  irregular,  but  slower  (l20). 

April  23. — Temperature  had  been  subnormal  for  the  last 
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few  days,  but  the  pulse  was  still  rapid,  160.  The  right  pupil 
was  smaller  than  the  left,  and  the  squint  continued. 

April  27. — During  the  last  few  days  the  child  had  seemed 
better,  though  the  temperature  had  again  risen  daily  to  101° 
or  a  little  more.  The  vomiting  had  continued  about  once  a 
day.  The  squint  was  present,  but  not  constant ;  both  pupils 
were  dilated,  but  the  left  most.  The  chest  signs  had  com- 
pletely disappeared. 

April  28. — I  examined  the  eyes  and  found  double  optic 
neuritis,  most  marked  in  the  left  eye. 

May  2. — Patient  was  semi-comatose,  vomited  constantly, 
and  had  to  be  nasal-fed. 

May  3. — The  pupils  scarcely  reacted  at  all  to  light,  and 
the  child  was  much  worse. 

May  4. — The  breathing  became  very  irregular,  two  long 
deep  inspirations  being  taken,  followed  by  a  variable  number  of 
short  ones  at  long  intervals.  Respirations  only  about  eight 
to  the  minute,  pulse  154,  temperature  subnormal.  During  the 
night  the  child  had  an  attack  of  twitching  all  over.  At  this 
time  the  child  seemed  to  be  dying,  and  of  what  seemed  to  be, 
without  doubt,  tubercular  meningitis ;  but  from  this  time  she 
began  to  improve,  though  but  slowly  for  a  long  time  and 
with  relapses. 

On  the  15th  she  began  to  take  a  little  notice;  the  squint 
continued,  though  to  varying  degrees  at  different  times. 

On  the  17th  she  lay  upon  her  back  for  the  first  time  for 
six  weeks. 

May  25. — Patient  cried  a  good  deal,  as  if  from  pain  in  the 
head. 

On  the  28th  the  following  note  was  made  by  me  : — "  The 
twitchings  and  movements  in  the  arms,  which  have  been  ever 
present  since  first  noticed  on  the  4th,  still  continue,  though 
they  are  now  less  severe.  The  twitchings  are  constant  though 
varying  in  degree,  affect  the  whole  body  more  or  less,  and  are 
well  marked  in  the  extremities  and  face.  At  times  the  legs 
and  arms  become  quite  stiff,  and  remain  so  for  some  minutes." 

On  the  oOth  the  retraction  of  the  head  was  greatly 
increased  and  the  spine  arched,  but  the  twitchings  were  not 
quite  so  marked. 

During  the  next  month,  though  the  symptoms  varied  from 
day  to  day,  there  was  on  the  whole  an  improvement.  The 
temperature  had  been  normal,  and  the  pulse  and  respirations 
only  slightly  accelerated.  She  ate  and  slept  well,  but  had 
crying    fits    at   night,  when   she  made   a   great  noise.     The 
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retraction  of  the  head  and  stiffness  of  the  legs  continued. 
The  knee-jerks  were  absent,  as  they  had  been  for  some  time. 
The  eyes  reacted  to  light.  The  child  answered  now  when 
spoken  to,  and  smiled. 

Jialy  18. — The  optic  neuritis  had  almost  entirely  dis- 
appeared, but  the  child  seemed  hardly  able  to  see,  though  the 
pupils  reacted  to  light. 

On  September  6  the  child  had  a  bad  relapse.  She  screamed 
a  good  deal  at  night,  lay  with  the  head  strongly  retracted  and 
the  back  arched,  and  took  no  notice  of  anything.  In  a  few 
days  these  symptoms  subsided  again,  and  by  the  19th  she  was 
much  better  and  brighter.  She  had  lost  the  retraction  and 
arching,  answered  readily  when  spoken  to,  and  seemed  to  be 
able  to  see  a  little. 

By  October  26  she  had  made  much  progress,  now  under- 
stood well  what  was  said  to  her,  saw  better,  and  cried  but 
little  at  night. 

By  November  1  she  was  able  to  sit  up,  and  could  speak  a 
little. 

By  December  1  she  was  able  to  walk  with  a  little  assist- 
ance, and  saw  well. 

On  December  15  1  examined  the  eyes  and  found  the  discs 
had  almost  completely  recovered. 

At  the  present  time,  February  8,  she  is  running  about 
actively  ;  she  sees  perfectly,  even  to  pick  up  very  small  things ; 
she  is  constantly  chattering,  and  speaks  plainly.  She  appears 
now  to  be  in  excellent  health. 

One  further  fact  of  great  interest  remains  to  be  stated, 
viz.  that  during  this  child's  illness  on  June  19  her  little 
brother,  aged  nine  months,  was  admitted  into  the  hospital 
under  the  care  of  Dr.  Sainsbury,  with  a  history  of  having  been 
ill  for  three  weeks  with  vomiting  and  fits.  On  admission 
there  was  marked  retraction  of  the  head,  tense  fontanelle, 
varying  squint,  and  frequent  vomiting.  The  discs  were 
normal  and  the  temperature  not  raised. 

The  child  was  in  the  hospital  seven  weeks,  his  condition 
fluctuating  from  day  to  day,  but  steadily  deteriorating.  The 
temperature  began  to  rise  on  August  12,  and  the  child  died 
on  the  16th.  The  diagnosis  had  been  made  of  tubercular 
meningitis,  and  on  the  autopsy  that  lesion  was  found,  but  the 
tubercles  were  not  very  numerous  nor  the  amount  of  inflam- 
mation great,  though  both  were  distinct  enough. 

The  pathological  condition  is  interesting,  because  the  infant 
did  not  die  until  ten  weeks  after  the  commencement  of  his  ill- 
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ness,  from  which  it  might  be  presumed  that  the  inflammation 
was  not  very  severe  or  extensive. 

There  is  no  reason  a  priori  why  recovery  should  not  occur 
sometimes  with  tubercle  in  the  meninges,  as  it  does  frequently 
with  tubercle  in  other  parts  of  the  body,  but  it  will  be  admitted 
that  instances  of  it  are  very  rare.  The  whole  question  turns 
upon  the  correctness  of  the  diagnosis,  and  this  is  often  a  matter 
of  opinion  and  judgment,  for  conclusive  demonstration  fails  in 
the  absence  of  an  autopsy.  Basal  meningitis  from  other  causes 
than  tubercle  is,  no  doubt,  often  recovered  from.  The  whole 
question  turns,  in  a  case  of  recovery  from  presumed  tubercular 
meningitis,  upon  the  evidence  of  its  having  been  due  to 
tubercle.  This  evidence  in  many  cases  is  not  strong.  Yet, 
considering  the  fact  that  in  the  great  majority  of  cases  of 
tubercular  meningitis  the  correctness  of  the  diagnosis  is 
proved  by  the  post-mortem  examination,  the  diagnosis  is  not 
really  as  difiicult  as  it  might  seem.  Now  the  special  interest 
of  the  present  case  lies  in  the  fact  that  two  children  of  the 
same  family  were  attacked  with  similar  symptoms  at  about 
the  same  time,  the  same  diagnosis  was  made  in  each  case,  the 
one  patient  died,  and  the  diagnosis  was  confirmed  by  the 
autopsy.  The  presumption  is,  therefore,  that  the  diagnosis 
was  correct  also  in  the  other  patient  who  recovered.  More- 
over both  cases  ran  a  somewhat  unusual  course,  for  in  the 
fatal  case  the  duration  was  long,  and  the  symptoms  pointed 
to  the  absence  of  any  considerable  inflammatory  exudation,  a 
presumption  also  confirmed  by  the  autopsy.  It  is  just  in 
such  cases  that  recovery  might  occur,  for  the  fatal  result  in 
most  cases  is  due  to  the  pressure  on  the  nerve-centres  by  the 
inflammatory  effusion. 

While  fully  recognising  the  difficulties  of  diagnosis,  I 
believe  that  the  case  I  record  was  one  of  tubercular  meningitis, 
a  diagnosis  which  I  made  at  the  first  in  the  early  part  of  the 
case ;  and  though  the  unexpected  recovery  of  the  patient  has 
compelled  me  to  review  the  facts  very  carefully,  I  am  still  of 
the  same  opinion. 


Note. — For  the  use  of  those  interested  I  append  a  few  refer- 
ences to  some  of  the  recent  literature  of  the  subject : 

BoyCHri. — Paris  medic,  1882,  vii,  241. 
Cabtee. — Med.  Times  and  Gazette,  1881,  i,  378. 


234    Dr.  West's  Case  diagnosed  as  Tubercular  Meningitis. 

Cheadle. — JBrif.  Med.  Journ.,  1879,  ii,  986. 

DuDON. — Mem.  et  Bull.  Soc.  m^d.  et  chir.  de  Bordeaux,  1876,  95. 

Dujaedin-Beaumetz. — Bull,  et   Mem.  Soc.  med.  d'Hop.   de  Paris, 

1879,  2nd  s.,  xv,  256. 
FoNCABT.— JPr.  med.,  1879,  xxvi,  466. 
GisCABO. — Rev.  med.  de  Toulotise,  1879,  xiii,  37. 
Leabed. — Med.  Times  and  Gazette,  1864,  i,  121. 
Maetel. — Rev.  internat.  d.  Sc.  med.,  1886,  iii,  287. 
Reibel. — Soc.  de  Med.  de  Strashurg,  1889,  xiv,  32. 
EIIXIET. — Arch.  gen.  de  Med.,  1853,  s.  ii,  644. 
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XL. — A  case  of  Calculus  of  the  Kidney  associated  with 
a  Papilloma  in  the  renal  pelvis :  nephrotomy : 
nephrectomy  :  recovery.  By  William  Henry  Battle. 
Read  May  24-,  1895. 

A  MAN  get.   51,   an   engine-fitter,   was    admitted    into    St. 
Thomas's  Hospital  on  January  2,  1893,  under  the  care 
of  Mr.  W.  Anderson,  for  hajmaturia. 

Six  years  before  admission  he  had  passed  a  large  calculus 
and  several  smaller  ones  per  vrethram,  but  for  some  years 
before  that  had  had  severe  pain  at  times  of  a  cutting  cha- 
racter in  the  left  loin,  and  radiating  round  into  the  bladder; 
this  pain  was  increased  by  exertion.  The  urine  was  then 
unchanged  in  appearance,  excepting  for  three  days  after  the 
passage  of  the  calculi,  when  he  saw  blood. 

In  April,  1892,  he  had  blood  in  the  urine  for  two  months ; 
in  May  he  passed  some  more  calculi  the  size  of  small  shot, 
and  states  that  he  was  unconscious  for  three  weeks.  The 
bleeding  stopped,  recommenced  in  the  middle  of  July,  and 
continued  on  and  oii  with  intervals  up  to  admission.  He  had 
passed  two  more  calculi  a  week  before  he  came  in. 

On  admission  the  urine  was  smoky  from  the  presence  of 
blood,  but  contained  no  pus,  casts,  or  crystals. 

On  January  7  the  bladder  was  sounded  with  negative 
result,  and  on  the  21st  it  was  examined  through  a  supra- 
pubic incision.  There  was  no  growth  or  stone  in  the  bladder, 
but  blood  was  seen  issuing  from  the  left  ureter. 

In  consequence  of  the  absence  of  Mr.  Anderson  the  man 
came  under  my  care  early  in  February,  and  I  examined  the 
abdomen  thoroughly  when  he  was  under  ether,  but  was  un- 
able to  detect  any  enlargement  of  kidney  or  growth  in  the 
abdomen.  It  was  not  easy  to  absolutely  satisfy  oneself  as  to 
the  exact  condition  of  the  abdomen  because  the  man  was 
rather  fat  and  the  abdomen  large,  with  well-developed 
muscles.  As  a  result  of  this  examination  the  quantity  of 
blood  in  the  urine  was  increased  for  a  few  hours.  Chemical 
examination  of  the  calculi  passed  in  December  showed  them 
to  consist  of  oxalate  of  lime  with  some  organic  matter. 

On  February  23  lumbar  nephrolithotomy  was  performed 
by  me,  and  several  dark-coloured  stones   of   rounded  outline 
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were  removed  ;  none  were  large,  but  the  smaller  sizes  wer© 
very  numerous,  many  being  no  larger  than  grains  of  sand. 
The  pelvis  of  the  kidney  was  explored  by  the  finger  for  sus- 
pected new  growth,  and  in  the  lower  part  of  the  anterior 
aspect  a  curious  soft  moss-like  villous  tumour  was  found, 
covering  abase  of  about  1-^  inches  in  extent;  there  was  no  hard- 
ness whatever  about  it,  nor  did  it  resemble  in  any  manner  a 
malignant  neoplasm.  There  seemed,  therefore,  no  reason 
why  a  local  removal  of  the  growth  should  not  be  attempted, 
and  it  was  thoroughly  scraped  away  with  a  sharp  spoon,  some 
of  the  kidney  substance  being  brought  away  at  the  same 
time.  The  growth  removed  was  very  like  a  collection  of 
small  red  mud-worms  to  the  feel,  and  consisted  of  minute 
branched  interlacing  filaments  which  floated  out  in  water.  A 
drainage-tube  was  placed  in  the  pelvis  of  the  kidney,  and  the 
wound  closed  in  the  usual  way.  The  shock  resulting  from 
the  operation  was  slight.  The  growth  was  pronounced  by  the 
pathologists  to  be  squamous  carcinoma. 

Next  day  (24th)  the  urine  contained  much  blood,  and  the 
evening  temperature  reached  100°.  On  the  25th  the  evening 
temperature  was  102*2°.  There  is  no  other  record  worthy  of 
note. 

On  March  6  a  trace  of  blood  was  found  on  chemical 
examination. 

On  the  16th  there  was  very  little  discharge  from  the 
wound,  and  he  left  the  hospital  on  April  5  with  the  wound 
quite  healed,  and  fully  relieved  of  his  symptoms. 

He  was  told  to  return  if  the  bleeding  recurred. 

The  man  was  readmitted  to  the  hospital  on  July  19,  1894. 
He  stated  that  he  had  resumed  work  as  an  engine-fitter  on 
June  25  of  the  previous  year ;  in  August  there  had  been 
some  return  of  the  heematuria — very  slight  at  first,  and  only 
at  long  intervals ;  it  had  become  constant  in  November,  and 
by  Christmas  was  very  severe.  He  was  under  medical  care, 
and  was  obliged  to  keep  his  bed,  but  there  was  no  improve- 
ment, and  from  Christmas  until  admission  to  the  hospital  he 
had  been  quite  unable  to  do  anything.  This  constant  loss 
of  blood  was  not  accompanied  by  pam.  He  had  passed  two 
or  three  calculi  twelve  months  ago,  and  one  or  two  small  ones 
since.  On  account  of  the  constant  loss  of  blood  he  had 
applied  for  admission  six  months  ago,  but  was  refused 
through  a  misunderstanding.  Since  Christmas  he  had  been 
confined  to  bed  almost  entirely. 

He  was  now  very  anaemic,  but  had  not  lost  flesh.     The  left 
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kidney  could  be  felt,  was  evidently  slightly  enlarged,  and 
was  adherent  to  the  scar  of  the  former  operation.  He  com- 
plained of  a  little  pain  on  manipulation.  The  temperature 
was  normal,  and  there  were  no  signs  of  disease  elsewhere  nor 
evidences  of  secondary  growth.  The  urine,  which  was  of  a 
deep  purple  colour,  measured  41  oz.  during  the  first  twenty- 
four  hours  after  he  came  in,  and  was  of  sp.  gr.  1012.  A 
sediment  examined  microscopically  showed  a  large  number 
of  pus  cells  (a  new  feature  in  the  case)  and  blood-corpuscles, 
with  one  or  two  epithelial  cells  of  uncertain  origin.  The 
ui'ine  yielded  on  boiling  about  two  thirds  albumen.  On 
August  9  the  renal  swelling  was  decidedly  smaller,  and  the 
man  did  not  complain  of  pain  on  manipulation.  There  was 
less  blood  in  the  urine,  but  about  the  same  amount  of  pus. 
The  only  medicine  which  appeared  to  check  the  loss  of  blood 
was  hamamelis,  and  this  but  to  a  limited  extent :  the  urine 
became  smoky  instead  of  red.  His  general  condition  improved 
under  treatment,  the  evening  temperature  being,  however,  at 
times  99°  or  99"8°.  On  August  15  nephrectomy  was  per- 
formed through  the  scar  in  the  lumbar  region.  The  cicatricial 
tissue  was  extremely  dense.  The  kidney  was  adherent  to 
the  cicatrix  and  on  separating  the  adhesions  a  small  abscess 
was  opened  which  contained  about  an  ounce  and  a  half  of 
pus,  and  was  continuous  with  the  interior  of  the  pelvis  of 
the  kidney,  which  was  found  to  be  enlarged.  Two  or  three 
small  stones  were  found  in  the  abscess.  The  lower  part 
of  the  kidney  was  difficult  to  separate,  the  adhesions  being 
very  dense,  and  in  order  to  get  at  them  properly  the  wound 
was  enlarged,  an  incision  being  made  downwards  from 
the  posterior  extremity  of  and  at  right  angles  to  the  trans- 
verse one.  The  ureter  was  exposed  and  divided  between 
two  ligatures.  The  pedicle  was  ligatured  in  two  halves  with 
silk.  The  capsule  was  then  stitched  across  the  stump  with 
three  or  four  sutures  of  silk.  The  wound  was  washed  out 
with  1  in  2000  perchloride  of  mercury  solution,  a  drainage- 
tube  put  in,  and  cyanide  dressings  applied.  The  amount  of 
shock  resulting  from  the  operation  was  not  great,  but  in 
consequence  of  the  man's  previously  auEemic  condition  it  was 
considered  advisable  to  bandage  the  limbs  with  flannel  and 
apply  hot- water  bottles;  the  temperature  did  not  fall.  The 
next  day  he  had  passed  16  oz.  of  urine  but  slightly  blood- 
stained, and  there  had  been  very  little  discharge  from  the 
tube.  On  the  17th  he  had  passed  24  oz.  of  urine  of  sp.  gr. 
1012,  without   albumen,   and   no  trace  of  blood  or  pus  was 
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found  on  microscopical  examination.  The  tube  was  removed 
at  an  early  date,  and  the  wound  was  practically  healed  by 
the  28th.  There  had  been  a  small  abscess  in  part  of  the 
wound,  but  the  suppuration  was  limited,  and  did  not  retard 
progress  to  any  marked  extent,  but  caused  a  rise  of  tempe- 
rature of  two  degrees  in  the  evening  for  three  days.  The 
averao"e  daily  amount  of  urine  passed  during  the  last  fort- 
nio-ht  of  his  stay  in  the  hospital  was  38  oz.  He  left  for  a 
convalescent  home  on  September  19,  and  when  seen  ten  weeks 
later  had  gained  strength  considerably,  and  was  much  less 
ansemic. 

The  history  of  this  case,  when  he  came  under  my  care, 
made  it  quite  evident  that  the  patient  was  suffering  from 
renal  calculus,  for  in  addition  to  the  attacks  of  renal  colic, 
which  had  always  been  on  the  left  side,  he  had  passed  calculi 
by  the  urethra.  The  continuous  and  severe  hasmaturia  caused 
me  to  think  that  he  was  also  suffering  from  new  growth  of 
the  kidney,  and  taken  in  conjunction  with  the  man's  age 
pointed  to  epithelioma.  The  absence  of  enlargement  of  the 
kidney  when  this  symptom  of  hfematuria  had  been  present 
so  many  months  made  it  unlikely  that  the  hemorrhage  was 
due  to  sarcoma.  Continuous  haemorrhage  as  a  symptom  of 
calculus  is  very  rare  indeed,  but  I  have  recently  removed  a 
calculus  from  the  pelvis  of  a  kidney,  the  only  evidence  of  the 
presence  of  which  Avas  continuous  haematuria  of  some  months' 
duration  without  pain  ;  but  such  cases  are  exceptional.  The 
charactei's  of  the  growth  removed  at  the  first  operation  were 
those  of  an  innocent  one,  and  although  I  was  not  aware  of 
any  case  in  which  the  local  removal  of  a  growth  like  this  from 
the  renal  pelvis  had  been  attempted,  it  appeared  right  to  me 
in  this  instance  to  try  and  save  the  kidney.  Had  it  been 
possible  to  treat  the  man  at  an  earlier  date,  when  the  base  of 
the  growth  was  less  extensive,  a  thorough  scraping  such  as 
that  practised  might  have  been  successfully  carried  out. 
There  are  few  cases  of  papilloma  of  the  pelvis  of  the  kidney 
on  record  even  in  pathological  works,  and  I  have  since  been 
able  to  find  but  one  description  of  a  similar  growth  for  which 
operation  has  been  performed.  The  question  as  to  the  cause 
of  the  growth  can  hardly  be  answered ;  it  is  scarcely  sufficient 
to  ascribe  it  to  irritation  of  the  calculi,  for  the  number  of 
patients  who  have  been  submitted  to  operation  for  renal 
calculus,  of  varied  shape,  number,  and  size,  is  very  large  ;  but 
association  of  calculus  with  papilloma  is,  as  I  have  said, 
extremely  rare. 
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At  the  time  of  the  man's  second  admission  there  was  a 
distinct  change  ;  it  was  probable  that  the  return  of  heematuria 
to  such  a  marked  extent  indicated  renewed  growth  at  the  seat 
of  the  former  one,  but  now  a  tumour  was  felt  in  the  position 
of  the  kidney,  and  there  was  pus  in  the  urine.  The  enlarge- 
ment made  it  possible  that  this  return  of  disease  was  consi- 
derable, but  it  was  less  than  could  have  been  expected  after 
the  known  existence  of  carcinomatous  growth  of  more  than 
eighteen  months'  duration.  The  presence  of  pus  in  the  urine, 
the  tenderness  on  pressure,  in  a  few  days  the  diminution  of 
size  of  the  swelling  which  was  observed,  the  absence  of  ema- 
ciation or  evidence  of  secondary  growth,  made  the  prognosis 
more  favoi-able  than  would  have  been  implied  from  the  report 
of  the  microscopical  examination.  It  was,  however,  necessary 
to  remove  the  kidney  in  order  to  arrest  the  constant  hsemor- 
rhage,  which  was  now  most  serious  in  its  effects,  whether  the 
disease  should  eventually  prove  benign  or  malignant.  This 
was  done  as  I  have  described,  and  a  reconsideration  of  the 
microscopical  preparations  has  enabled  me  to  give  a  much 
more  favorable  prognosis  to  the  patient  than  could  otherwise 
have  been  the  case. 
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I. — A   case   of   Charcot's    Disease.     By    A.    Willett. 
Exhibited  November  9,  1894. 

JOSEPH  H.,  set.  44,  farm  labourer.  Six  years  ago  sudden 
pain  in  the  niglit  down  the  back  of  the  right  thigh.  In 
the  morning  the  back  of  the  thigh  was  black  and  painful,  but 
patient  could  walk.  No  history  of  injury.  Noticed  swelling 
at  outer  side  of  right  hip  shortly  after.  Treated  in  King's 
College  Hospital  for  two  months — probable  hip-disease 
diagnosed — painted  with  iodine.  Since  then  swelling  has 
gradually  increased  and  limb  has  become  of  less  use,  with  more 
pain,  until  two  mouths  ago,  since  which  time  the  swelling  has 
increased  more  rapidly.  The  pain  is  paroxysmal,  worse  at 
night  after  exertion  during  day,  sharp  and  stabbing  in 
character,  situated  in  region  of  great  trochanter  and  front 
of  tibia.  Has  not  lost  flesh.  Sickness  in  morning  for  three 
years. 

No  history  of  syphilis.  Gonorrhoea  26  years  ago.  No 
previous  illnesses  of  importance. 

Family  history. — No  history  of  phthisis.  One  brother  had 
"hip-disease  "  in  childhood. 

Present  condition  (October  26,  1894). — Well- developed, 
healthy-looking  man. 

Chest :  some  emphysema.  Abdomen  flaccid-.  No  enlarge- 
ment of  liver.     Enlarged  right  inguinal  and  (?)  iliac  glands. 

On  right  side  is  a  large  pyriform  swelling,  extending  from 
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iliac  crest  and  tapering  to  a  wasted  thigh.  Swelling  is 
smooth  and  even  in  front,  and  dilated  veins  are  visible. 
Behind  it  is  most  prominent  over  the  outer  part  of  the  gluteal 
region,  where  it  is  red,  slightly  oedematous,  and  fluctuation  can 
be  plainly  felt.  In  front  it  is  densely  hard  except  at  outer 
part,  where  fluctuation  is  obtainable.  In  position  of  tensor 
fasciae  femoris  is  a  movable  mass  of  bony  hardness.  Above 
this  the  great  trochanter  can  be  felt.  A  second  hard  mass  is 
felt  just  below  iliac  crest.  A  third  mass  can  be  felt  on  pubic 
portion  of  os  innominatum. 
Measurements  : 

Anterior  superior  spine  to  adductor 
tubercle  .... 
Small  circumference  of  thigh 
Circumference  of  calf 
Circumference    of    thigh   5"    above 

patella     .  .  .  .     R.  =  13^";  L.  =  Uf". 

Greatest  circumference  round  growth 

and  perineum      .  .  .  21%" . 

Corresponding  measurement  on  left  21j". 

By  traction,  length  from  anterior  superior  spine  to 
adductor  tubercle  can  be  increased  about  an  inch. 

Right  thigh  is  generally  held  in  position  of  adduction 
with  slight  external  rotation. 

Active  flexion  through  60° ;  passive  flexion  to  90°. 
Grating  felt  in  region  of  great  trochanter  on  movements  of 
limb.  No  pain  on  manipulation.  Rotation  and  abduction 
and  adduction  much  limited.  Electrical  reactions  of  muscles 
of  legs  and  thighs  normal.  Knee-jerks  absent.  No  Argyll- 
Robertson  pupil.  Bladder  and  rectum  appear  to  act  normally 
(but  micturition  is  frequent  when  he  catches  cold) .  Urine  : 
no  albumen  or  sugar,  faintly  alkaline  on  admission, 

November  5,  1894. — Aspiration;  5ij  of  blood-stained, 
slightly  turbid,  slightly  viscid  fluid  drawn  off.  Micro- 
scopically :  blood-corpuscles. 

A  quantity  of  fluid  afterwards  oozed  out  from  puncture 
made  by  the  exploring  needle,  and  the  swelling  is  now  much 
less  tense. 
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11. — A  case  of  Gharcofs  Disease  of  the  Hip  with 
Dislocation.  By  Anthony  A.  Bow  ley.  Exhibited 
November  9,  1894. 

THE  patient  is  a  man  £et.  58.  His  history  is  that  he  slipped 
and  dislocated  his  hip  ten  years  ago,  the  dislocation 
being  produced  with  hardly  any  violence.  Since  that  time 
he  has  walked  very  lame. 

At  present  the  affected  limb  is  much  shorter  than  its 
fellow.  The  upper  end  of  the  femur  can  be  plainly  felt  on 
the  dorsum  ilii.  There  is  evidently  no  head  to  the  femur, 
but  there  is  a  great  deal  of  new  bone  in  the  neighbourhood 
of  the  neck.  The  femur  has  great  mobility  on  the  ilium,  and 
in  walking  moves  up  and  down  more  than  three  inches. 
There  is  no  pain  whatever  in  the  joint. 

The  evidence  of  tabes  are  as  follows : — Lightning  pains 
in  limbs;  dim  vision;  absence  of  knee-jerks;  inability  to 
stand  with  the  eyes  shut ;  pupils  do  not  react  to  light. 


III. — Case   of  Pseudo-bidbar  Paralysis.      By    F.    W. 
MoTT,^M.D.     Exhibited  March  22,  1895. 

RW.,  Eet.  55,  followed  the  occupation  of  ship's  carpenter  as 
•  a  young  man,  but  after  falling  from  a  mast  and  injur- 
ing his  head  he  gave  this  up.  At  thirty-five  he  had  fits, 
melancholia,  and  paralysis  of  the  left  arm  and  leg,  with  weak- 
ness of  the  right  side.  He  gradually  recovered  from  this 
condition,  but  four  years  ago  he  found  himself  getting  weak 
in  the  legs,  and  he  had  difficulty  of  swallowing  and  speaking. 
He  attended  Dr.  Bond  at  the  Throat  Hospital,  Golden  Square, 
who  was  good  enough  to  send  him  to  me  two  years  ago,  and 
since  then  he  has  been  under  my  care  as  an  out- patient. 
When  first  I  saw  him  he  had  marked  difficulty  in  swallowing, 
and  the  saliva  ran  out  of  the  angles  of  his  mouth.  Now, 
although  he  is  feebler  in  his  walk,  which  is  very  much  like 
that  of  a  man  with  paralysis  agitans,  yet  his  bulbar  symptoms 
are  better. 

At  the  present  time  he  has  exaggerated  knee-jerks,  ankle- 
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clonus,  and  wrist-tap  contraction  on  both  sides,  but  no 
marked  wasting  of  muscles  or  reaction  of  degeneration — an 
indication  that  his  pyramidal  tracts  are  sclerosed,  but  that  it 
is  not  amyotrophic  lateral  sclerosis  with  bulbar  symptoms. 
Moreover  the  bulbar  symptoms  are  not  like  those  ordinarily 
met  with.  The  tongue  is  somewhat  wasted,  the  soft  palate 
does  not  move  properly,  the  vocal  cords  cannot  be  seen, 
because  with  each  inspiration  the  sides  of  the  epiglottis  fall 
in  ;  doubtless  the  vocal  cords  are  partially  paralysed.  The 
orbicularis  oris  is  not  paralysed.  His  speech  is  peculiar,  it 
being  a  deep  monotone,  each  syllable  being  uttered  with  great 
difficulty,  and  he  forms  his  consonants  mostly  by  protruding 
and  pursing  up  the  lips. 

Although  there  is  no  distinct  evidence  of  a  double  lesion 
in  this  case,  yet  the  slow  progress  of  the  case,  the  improve- 
ment of  the  bulbar  symptoms,  and  the  obvious  signs  that  both 
pyramidal  tracts  are  sclerosed,  render  wai-rantable  the  assump- 
tion of  it  being  a  pseudo-bulbar  paralysis.  His  intellect  is 
good,  although  his  tottering  walk  and  curious  speech  neces- 
sitate his  carrying  a  letter  with  him  to  say  that  he  is  a 
teetotaler  and  a  respectable  man ;  for  he  was,  on  account  of 
his  walk  and  speech,  once  fined  five  shillings  for  being  drunk 
and  disorderly. 

The  patient  is  also  of  interest  in  having  complete  trans- 
position of  the  viscera. 

Dr.  Mott  attempted  to  explain  the  bulbar  symptoms  by 
bilateral  sclerosis  of  the  pyramidal  tracts  interfering  with  the 
nutrition  of  the  glosso-labial  laryngeal  nucleus,  which  lies 
immediately  behind  the  decussation  of  the  pyramidal  fibres. 
Vessels  which  supply  this  nucleus  would  have  to  pass  through 
the  sclerosed  tissue,  and  the  cells  would  suffer  from  impaired 
nutrition  owing  to  thickening  of  the  vessel  walls.  This  would 
account  for  the  partial  but  not  progressive  wasting  of  the 
tongue. 
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IV. — Case  of  Syringomyelia  with  'perforating  ulcer. 
By  J.  H.  Morgan,  and  F.  W.  Mott,  M.D.  Ex- 
hibited March  22,  1895. 

WS.,  set.  25,  was  admitted  into  Charing  Cross  Hospital 
•  for  perforating  ulcer  of  the  right  foot.  There  is 
nothing  noteworthy  in  the  family  history  except  that  he  has 
a  brother  tvith  clubbed  feet. 

When  aged  sixteen  he  suffered  a  chill  from  wet  clothes. 
A  week  later  he  noticed  that  he  was  walking  on  the  outer 
side  of  both  feet.  A  little  later  be  had  a  piece  of  bone 
removed  from  the  left  foot.  At  17 — 18  he  noticed  weakness 
and  wasting  of  both  hands.  The  left  leg  was  amputated 
seven  years  ago  at  Guy's  Hospital  for  perforating  ulcer. 

His  present  condition  corresponds  in  many  respects  with 
the  curious  clinical  phenomena  met  with  in  syringomyelia. 
There  is  general  wa.'^ting  of  muscles,  notably  of  the  small 
intrinsic  muscles  of  the  hands  and  foot.  None  of  the  muscles 
respond  to  faradisrn,  but  there  is  not  reaction  of  degeneration 
with  galvanic  current.  The  right  foot  is  in  a  condition  of 
talipes  equino-varus  and  pes  cavus.  There  was  a  large  chronic 
ulcer  on  the  outer  side  of  the  plantar  surface,  4  inches  long 
and  2  inches  broad;  the  base  covered  with  unhealthy  granula- 
tions, the  edge  uneven,  and  the  discharge  foul :  no  surround- 
ing inflammation  or  tenderness.  This  has  now  healed  with 
charcoal  poultices  and  antiseptic  dressings. 

No  sexual,  bladder,  or  bowel  trouble. 

There  is  marked  lateral  curvature  of  the  spine,  which  the 
patient  says  came  on  with  the  leg  troubles. 

On  testing  the  muscles  with  the  faradic  current  it  was 
observed  that  the  patient /eZ^  no  pain  in  any  part  of  his  body, 
neither  does  he  feel  a  pricking  sensation  when  a  needle  is 
driven  into  the  skin.  In  both  cases  he  only  feels  something 
touching  him.  There  is,  therefore,  analgesia  all  over  the  body,, 
but  no  tactile  anaesthesia,  except  over  the  right  leg  below  the 
knee.  With  heat  and  cold  there  is  apparently  diminished 
sensibility  up  as  high  as  the  second  dorsal  vertebra,  but  his 
answers  are  not  very  reliable. 

It  is  perfectly  manifest,  however,  that  he  does  not  feel 
painful  sensations,  and  there  is,  therefore,  sensory  dissociation. 
Charcot  believes  that  a  central  myelitis  may  be  followed  by 
syringomyelia,  and  the  history  of  chill  rather  suggests  the 
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possibility  of  this.  On  the  other  hand,  many  undoubted  cases 
of  central  gliosis,  followed  by  excavation,  begin  in  this 
manner.  The  absence  of  pain  with  the  onset,  the  progressive 
wasting  of  muscles,  especially  the  intrinsic  'muscles  of  the 
hands  and  feet,  the  scoliosis,  the  sensory  dissociation,  and  the 
'perforating  ulcer  all  point  to  a  central  lesion  of  the  grey 
matter  of  the  spinal  cord. 


V. — Case  of  Progressive  Muscular  Atrophy  with  Argi/ll- 
Robertson  Pupils.  By  James  Taylor,  M.D.  Ex- 
hibited February  8,  1895. 

THE  man  had  much  wasting  of  the  upper  limbs,  especially 
in  the  muscles  about  the  shoulders  on  both  sides.  The 
trapezius  was  wasted,  even  in  its  upper  part — the  uUimuvi 
moriens  of  Duchenne, — unequally  on  the  two  sides.  "When  he 
first  came  under  observation  there  was  much  fibrillary 
twitching  in  the  muscles,  but  this  had  now  ceased.  There 
was  also  the  condition  of  the  pupils  which  still  persists,  viz. 
a  loss  of  reaction  to  light  while  there  was  a  brisk  reaction 
during  accommodation.  The  knee-jerks  were  active,  there 
was  no  ataxy,  and  no  pains  or  other  sensory  disturbance. 
There  was  a  history  of  a  chancre  twenty  years  ago. 


YI. — A  case  of  Myopathi/,  facio-scapulo-humeral  type. 
By  C.  E.  Beevok,  M.D.  Exhibited  March  22, 
1895. 

FREDERICK  JOHN  S.,  set.  27,  noticed  when  fifteen  years 
old  that  he  began  to  have  weakness  of  the  legs  in 
walking,  with  weakness  and  wasting  of  the  arms  and  face, 
but  the  symptoms  came  on  so  gradually  that  he  could 
not  say  which  part  of  the  body  was  first  affected.  When  he 
was  twenty  years  old  his  walk  became  waddling,  and  he 
began  to  have  curvature  of  the  spine,  while  two  years  later 
he  could  not  walk  without  assistance. 
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He  has  always  had  good  health ;  there  is  no  nervous 
disease  in  his  family,  and  he  has  one  brother  and  two  sisters 
healthy. 

The  following  muscles  on  both  sides  are  weak  : — the  fron- 
talis, so  that  he  cannot  elevate  the  brow  ;  the  orbicularis  pal- 
pebrarum, so  that  he  cannot  quite  close  the  eyelids,  and  he  is 
unable  to  prevent  them  being  opened  by  a  very  slight  pres- 
sure of  the  finger ;  the  elevator  of  the  upper  lip,  the  depressor 
of  the  lower  lip,  the  orbicularis  oris,  so  that  he  cannot  whistle  ; 
while  the  tongue  is  normal  and  the  soft  palate,  zygomatics, 
and  corrugator  supercilii  act  well. 

In  the  neck  both  sterno-mastoids  are  wasted  and  hardly 
contract  on  flexing  the  head  forwards,  but  the  omo-hyoids, 
which  are  exposed  in  their  whole  course,  stand  out,  and  on 
rotating  the  head  to  one  side  the  omo-hyoid  of  that  side  con- 
tracts. Both  trapezii,  with  the  exception  of  the  middle  part, 
are  absent,  exposing  the  levator  anguli  scapulae,  which  can 
be  felt  to  contract  on  shrugging  the  shoulders,  and  also  the 
splenius  and  complexus.  The  supra-spinati  and  iufra-spinati 
are  slightly  hypertrophied,  but  act  well ;  the  deltoids  are  much 
wasted,  and  do  not  contract ;  the  pectoralis  major  is  wasted 
in  both  parts,  especially  the  sternal.  The  latissimus  dorsi 
and  serratus  magnus  are  both  wasted,  and  do  not  contract. 

The  biceps,  brachialis  anticus  and  triceps  are  gone,  while 
in  the  forearms  all  the  muscles  are  present  and  act  except 
the  supinator  longus,  which  is  completely  absent  on  both 
sides  ;  in  the  hands  the  small  muscles  of  the  thumb  and  the 
first  interossei  are  wanting. 

The  recti  abdominis  are  very  weak,  and  cannot  be  felt  to 
contract  in  trying  to  bring  the  body  forwards  when  lying 
back  in  a  chair;  in  fact,  he  performs  this  movement  by  arching 
the  abdomen  convex  forwards,  and  then  allowing  the  thorax 
to  fall  forwards  by  gravity.  While  the  erector  spinse  acts 
well  and  can  extend  the  spine,  the  pelvis  is  tilted  as  far  for- 
wards as  possible  both  in  sitting  and  standing,  owing  to  the 
glutei  being  wasted  and  not  acting;  hence  the  extreme  lordosis 
on  standing,  and  which  persists  on  sitting  down.  Flexion  of 
the  hip  is  present  and  fair,  abductors  of  thigh  are  wasted  and 
do  not  act,  extensors  of  knee  very  much  wasted  and  no  power; 
the  flexors  of  knee  contract  feebly.  There  is  no  wasting 
below  the  knee,  except  of  the  peronei,  causing  the  foot  to  be 
in  the  position  of  varus.  He  can  just  walk  holding  on  to  the 
shoulders  of  an  assistant,  but  he  cannot  get  off  a  chair 
without  much  help.     With  the  exception  of  the  supra-  and 
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infra-spinati  there  is  no  hypertrophy.  There  is  no  anaes- 
thesia and  no  affection  of  the  sphincters. 

The  symptoms  which  show  that  it  is  a  myopathy — a 
primary  disease  of  the  muscles — and  not  a  disease  of  the 
medulla  or  spinal  cord  are  (1)  the  distribution  of  the  affected 
muscles,  and  notably  the  involvement  of  the  orbicularis  oris 
without  the  tongue  being  affected,  (2)  the  absence  of  fibrillar 
contractions,  and  (3)  the  absence  of  the  reaction  of  degenera- 
tion to  the  galvanic  current. 

There  are  two  points  of  interest  with  regard  to  the 
muscles  moving  the  head.  In  flexing  the  head  forwards  for- 
cibly against  resistance  the  omo-hyoids  can  be  seen  to  con- 
tract on  both  sides,  and  in  turning  the  head  to  the  right  the 
omo-hyoid  on  that  side  contracts ;  the  depression  of  the 
larynx  can,  however,  be  felt  in  normal  individuals  in  flexing 
the  head  against  resistance.  In  extending  the  head  back- 
wards the  complexus  on  either  side  can  be  felt  to  contract, 
but  not  the  splenius  capitis,  but  the  splenius  of  one  side 
comes  into  play  as  soon  as  the  head  is  rotated  to  that  side, 
so  that  the  splenius  is  apparently  not  an  extensor  of  the 
head,  but  only  a  rotator. 


VII. — A  case  of  a  Bullet  Wound  of  the  left  Parietal  Lobe 
with  few  syn-qytoms.  By  W.  H.  A.  Jauobson. 
Exhibited  November  9,  1894. 

THE  patient,  a  fine,  healthy  marine,  while  skirmishing  at 
Madena  Creek,  West  Coast  of  Africa,  February  23, 1894, 
was  struck  on  the  left  side  of  his  head  by  a  bullet,  which 
lodged  in  the  lower  part  of  the  left  parietal  or  the  junction  of 
this  and  the  upper  tempore  sphenoidal  region.  He  became 
unconscious  at  once,  but  remembered  a  little  later  being 
accidentally  dipped  into  the  water  as  he  was  being  taken 
into  a  boat.  He  also  remembered  being  helped  up — i.  e. 
being  able  to  walk — the  side  of  the  ship  at  Bathurst.  He 
remained  here  three  weeks,  and  two  weeks  later  was  brought 
to  Plymouth.  During  this  time  he  remembers  his  food,  his 
visitors,  &c. 

It  is  somewhat  difficult  to  make  out  accurately  what  was 
the  patient's  state  during   the    earlier  weeks.     He   had   no 
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hemiplegia,  hearing  was  perfect,  there  was  no  interference 
with  smell,  no  diplopia  or  crossed  amblyopia.  But  there 
seems  no  doubt  that  for  ten  weeks  he  was  the  subject  of  visual 
aphasia  and  alexia.  Words  heard  were  readily  understood, 
words  seen  in  print  or  writing  conveyed  no  meaning  to  him 
until  he  had  spelt  them  through.  This  was  the  case  with  the 
simplest  words.  He  was  also  quite  unable  to  read.  This 
condition  lasted  for  ten  weeks.  Headaches  frequently  re- 
curred, especially  severe  when  the  wound  was  closed  for  a 
time. 

The  surgical  part  of  the  case  is  of  less  interest.  The 
patient  was  invalided  to  Plymouth,  and  for  some  months  the 
wound  used  to  close  and  then  reopen,  pieces  of  bone  and  of 
his  cork  helmet  coming  away.  On  June  27  an  attempt  was 
made  to  extract  the  ball,  but  as  some  brain  matter  escaped, 
the  attempt  was  desisted  from.  In  October  he  was  sent  to  me 
by  Dr.  Morley,  R.N.,  F.R.C.S.  There  was  then  a  sinus  2  inches 
above  and  1^  inches  behind  the  left  external  auditory  meatus. 
A  probe  introduced  passed  through  a  jagged  opening  in  the 
skull  upwards  and  to  the  left  for  3  inches.  Save  for  a  lia- 
bility to  headache  and  the  sinus  the  patient's  health  seemed 
excellent.  On  October  19  a  flap  was  turned  down  in  the  usual 
way,  exposing  a  jagged  opening  in  the  skull.  This  was  enlarged 
with  Hoffman's  forceps,  exposing  the  granulating  mouth  of  a 
sinus-like  track  in  the  dura  mater,  this  membrane  being  quite 
healthy  immediately  around.  A  little  deeper,  two  small  irre- 
gular pieces  of  bone  were  removed.  A  catheter  now  gave 
the  impression  of  passing  along  a  small  tunnel-like  passage 
for  about  2  inches,  where  it  struck  a  solid  body,  apparently 
encapsuled.  The  sinus  having  been  well  dilated,  the  solid 
body,  which  proved  to  be  the  bullet,  was  loosened  from 
its  bed  with  sharp  spoons  and  extracted  with  dress- 
ing forceps.  It  was  embedded  in  a  mass  of  granulation 
tissue.  A  fellow-bullet  weighs  172  gr. ;  they  are  made  of 
hammered  iron  and  facetted.  During  its  extraction  there 
was  a  slight  but  very  distinct  escape  of  brain  sub- 
stance. His  recovery  was  uneventful  save  for  a  rise  of 
temperature  on  the  sixth  day.  This  was  due  to  my  having 
removed  the  drainage-tube  too  early — on  the  second  day.  I 
ought  to  have  made  more  allowance  for  the  large  amount  of 
granulation  tissue  which  still  remained.  When  the  site  of 
the  tube  was  opened  up  about  T7\iij  of  sweet  pus  escaped. 
The  wound  is  now  practically  healed,  the  patient  free  from 
headaches,  and  in  excellent  health. 
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The  case  is  of  interest  physiologically  as  it  bears  some- 
what on  our  knowledge  of  the  functions  of  the  part  of  the 
brain  formed  by  the  adjacent  lower  left  parietal  and  upper 
temporo-sphenoidal  lobes.  It  is  another  instance  in  which 
lesions  of  that  area  have  caused  visual  aphasia  and  alexia. 
It  is  of  further  interest,  perhaps,  from  its  bearing  on  the 
question  of  interference  when  a  ball  is  deeply  imbedded  in 
a  part  of  the  brain  which  is  not  of  the  highest  importance. 
I  would  call  attention  to  its  large  size  and  shape,  so  different 
from  those  of  modern  projectiles,  such  as  the  Lee-Mitford. 
It  is  a  fact  that  in  some  cases  of  bullet  wounds  of  the  hemi- 
spheres which  have  been  published  as  recoveries  without 
operative  interference,  evil  results  have  followed  later,  either 
from  softening,  from  effusion  into  the  ventricles,  or  perhaps, 
as  shown  by  Flourier  in  his  experiments,  by  the  ball  which 
at  first  lodged  in  the  upper  part  of  a  hemisphere  gradually 
travelling  down  towards  the  basis  cerebri.  It  may  be  reason- 
ably suggested  that  with  such  a  foreign  body  any  of  the 
above  late  evil  results  might  easily  have  followed. 


VIII. — A  case  of  Trephining  foi-  Traumatic  Epilepsy. 
By  Henry  T.  Butlin.  Exhibited  November  9, 
1894. 

Ty  B.,  aet.  55,  carpenter,  admitted  into  St.  Bartholomew's 
Xt«     Hospital  September  4,  1894. 

He  walked  into  the  surgery,  saying  that  he  had  fallen 
about  8  ft.  and  had  struck  the  back  of  his  head  against  the 
mantelpiece.  He  was  a  little  light-headed,  and  had  an 
abrasion  of  the  occiput  in  the  middle  line,  also  bruises  of  the 
left  elbow  and  about  the  first  dorsal  vertebra. 

Was  very  restless  after  admission,  sometimes  dozing,  often 
wanting  to  get  up  and  go  home. 

September  8. — At  3.30  p.m.  suddenly  cried  out,  and  was 
then  convulsed.  A  second  fit  occured  at  3.40,  and  five  more 
fits  before  5.30  p.m.  At  that  hour  the  eighth  fit  occurred.  The 
eyes  were  turned  slowly  to  the  left,  then  the  head  was  turned 
in  the  same  direction.  Immediately  afterwards  the  left 
upper  extremity  became  rigid,  and  this  was  followed  (in 
order)  by  rigidity  of  the  left  lower  extremity,  the  right  lower 
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extremity,  and  the  right  upper  extremity.  Then  the  left  side 
of  the  face  became  convulsed,  and  convulsions  spread  to  the 
limbs  in  the  order  in  which  they  had  become  rigid.  The  fit 
lasted  for  about  30  seconds.  When  it  had  ceased,  there  was 
left  hemiplegia,  which  passed  off  in  about  a  minute,  leaving 
the  left  side  a  little  weaker  than  the  right. 

The  fits  were  repeated  in  similar  fashion  until  the  seven- 
teenth fit  at  8.48  P.M.,  which  only  differed  from  that  which 
has  been  described  in  its  duration,  which  was  90  instead  of  30 
seconds. 

When  Mr.  Batlin  saw  the  patient  during  and  after  this 
fit,  there  was  paresis  of  the  left  arm  and  side  of  the  face, 
while  the  lower  extremity  appeared  to  be  little,  if  at  all^ 
affected. 

Between  the  fits  the  patient  answered  rationally  questions 
addressed  to  him. 

There  was  no  outward  sign  of  injury  to  the  right  side  of 
the  skull,  and  there  was  no  history  of  previous  fits. 

Diagnosis. — Irritation  and  some  pressure  on  the  cortical 
substance  of  the  right  side  of  the  brain,  most  intense  in  the 
motor  areas  of  the  face  and  arm. 

Operation. — Trephining  with  large  trephine  over  fissure  of 
Rolando,  rather  below  the  middle.  Beneath  the  dura  mater 
was  a  little  blood-clot,  not  larger  than  the  thumb-nail,  and 
quite  thin.  In  the  subarachnoid  space  beneath  it,  a  collec- 
tion of  clear  fluid,  beneath  and  (probably)  by  which  the  sur- 
face of  the  brain  was  deeply  depressed.  In  order  to  be  sure 
that  there  was  no  more  clot,  a  second  piece  of  bone  was 
trephined  out  above  the  first.  Both  pieces  were  placed  in  a 
solution  of  boracic  acid  (10  gr,  to  3j)-  The  little  clot  was 
removed,  the  arachnoid  membrane  was  punctured,  the  fluid 
allowed  to  run  out,  and  a  tiny  piece  of  gutta-percha  tissue 
was  introduced  to  prevent  the  fluid  from  again  collecting. 

The  dura  mater  was  replaced,  and  the  two  pieces  of  bone 
were  placed  upon  it,  after  the  lower  margin  of  the  lower  piece 
had  been  chipped  away  in  order  to  ensure  free  drainage  of 
the  subarachnoid  space. 

The  fits  did  not  recur  after  the  operation,  but  the  patient 
complained  of  great  headache,  and  was  at  times  so  restless 
and  active  that  he  had  to  be  constantly  watched  by  a  male 
attendant. 

September  11. — ffidema  of  scalp  about  wound. 

September  22. — Drainage  tissue  removed. 

September  26. — A  little  pus  for  the  first  time  since  the 
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operation  squeezed  out  from  the  place  where  the  tissue  had 
been. 

September  28. — Has  had  to  be  removed  to  a  separate  ward 
on  account  of  the  noise  he  made  at  night.  Still  slight 
suppuration. 

Wound  opened  up  for  Mr.  Butlin  by  Mr.  Lockwood. 
Some  spongy  granulations  at  the  lower  notched  margin  of  the 
lower  piece  of  bone.  Both  pieces  of  bone  firmly  fixed,  so 
that  it  required  a  decided  effort  to  remove  the  lower.  The 
upper  was  left  in  situ,  and  the  granulation  tissue  scraped 
away.  Pure  carbolic  acid  applied.  Lowest  part  of  wound 
drained. 

Wound  healed  quickly ;  but  the  patient  showed  no  signs 
of  improvement  for  many  days.  The  services  of  the  male 
attendant  could  not  be  dispensed  with  until  the  22nd  of 
October. 

Thepatient  was  quitewell  manymonths  after  theoperation. 
No  recurrence  of  fits. 


IX. — A  case  of  Syphilitic  Cranial  Necrosis :  brain 
compression  and  frequent  fits  :  trephining  :  recovery. 
By  Herbeet  W.  Page.     Exhibited  March  22,  1895. 

ON   July  15,  1894,  William   J.,  get.    41,  was  found   by  a 
policeman  unconscious  in  the  street,  and  was  brought  to 
St.  Mary's  Hospital. 

On  admission  he  had  rapidly  recurring  epileptic  fits  for  a 
period  of  two  hours.  It  was  noted  that  the  fits  generally 
began  with  twitching  of  the  fingers  of  the  left  hand,  then  the 
left  arm  and  left  side  of  the  face  were  involved,  then  the  left 
leg  and  afterwards  the  right  arm  and  leg ;  the  convulsions 
quickly  became  general,  and  consciousness  was  lost.  The 
left  limbs  were  afterwards  paralysed.  The  various  phases  of 
the  fits  followed  each  other  with  such  rapidity  that  it  was 
difficult  to  observe  their  onset  and  march,  but  I  think  it  is 
certain  that  some  of  the  seizures  began  in  the  left  leg.  The 
fits  varied  very  greatly  in  severity  and  number.  In  some  he 
did  not  entirely  lose  his  senses,  in  some  only  were  his  head 
and  eyes  turned  to  the  left,  not  after  all  of  them  were  his 
limbs  paralysed. 
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Twelve  years  ago  he  had  syphilis.  For  the  past  three 
years  he  had  suffered  from  pretty  constant  pain  in  the  head, 
aud  his  health  had  been  failing.  A  year  ago  he  had  a  single 
fit,  and  since  that  time  he  has  had  occasional  twitchings  of 
his  muscles ;  he  has  frequently  felt  giddy,  and  been  obliged 
to  sit  down.  During  these  attacks,  which  were  not  "  fits," 
he  said,  his  left  arm  would  twitch,  then  the  left  side  of  his 
face,  and  then  both  his  legs.  He  complains  of  pain  over  the 
right  parietal  region,  and  there  is  tenderness  on  percussion 
two  inches  vertically  above  the  pinna.  During  the  next  few 
days  after  his  admission  his  fits  increased  in  severity  and 
frequency,  and  on  the  20th  it  was  noted  that  he  seemed  much 
weaker  in  himself.  He  had  had  five  tits  in  the  night.  On  the 
21st  the  report  was  more  unfavorable,  and  he  had  to  be 
roused  to  answer  questions.  He  said  he  was  inclined  to  see 
double  as  the  fits  came  on.  He  has  had  as  many  as  three  or 
four  in  the  hour.  On  the  23rd  the  fits  were  almost  continuous, 
and  during  them  the  sphincters  were  relaxed.  In  twelve 
hours  of  the  night  of  July  23,  twenty-three  fits  were  noted. 
On  July  24  he  was  transferred  to  my  care  with  a  view  to 
operation,  the  provisional  diagnosis  of  cerebral  tumour 
having  been  made. 

On  admission  to  the  surgical  ward  the  notes  record  that 
he  is  unconscious  and  roused  with  much  difficulty.  There  is 
incontinence  of  urine  and  fgeces.  He  has  a  fit  about  every 
ten  minutes,  the  longest  interval  being  fifteen,  the  shortest 
five  minutes.  When  about  to  have  a  fit  his  right  leg  becomes 
abducted  and  rigid,  then  almost  simultaneously  his  left  limbs 
and  the  left  side  of  his  face  are  involved  in  violent  clonic 
movements,  followed  by  rigidity.  In  the  interval  of  the  fits 
there  is  complete  paralysis  of  the  left  limbs  and  left  side  of 
the  face. 

The  conclusion  to  which  I  came  myself  was  that  we  had 
to  do  in  all  probability  with  a  syphilitic  lesion  rather  than  a 
circumscribed  new  growth.  There  was  the  history  of  syphilis 
and  of  long-continued  pain  in  the  head,  there  were  the 
evidences  of  an  old  node  on  the  occipital  bone,  there  was  no 
optic  neuritis,  the  scalp  was  suspiciously  pulpy,  and  the  nature 
of  the  fits  seemed  to  point  to  a  large  surface  lesion  causing 
pressure  rather  than  a  cortical  tumour.  At  any  rate  it  was 
clearly  a  case  for  operation,  and  this  was  undertaken  on 
July  25.  A  flap  of  scalp  having  been  turned  down  from  the 
right  parietal  bone  with  the  view  of  trephining  over  the 
Rolandic  area,  a  small  quantity  of  dirty  inflammatory  matter 
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was  found  between  the  scalp  and  the  bone,  and  the  bone  itself 
was  seen  to  be  eroded  in  many  places.  An  opening  was  made 
with  an  inch  and  a  half  trephine.  The  bone  all  round  was 
soft  and  eroded,  and  diseased  parts  of  it  were  removed  with 
Hoffmann's  forceps,  until  the  resultant  hole  was  roughly  oval 
in  shape  and  measured  some  2^  by  H  inches.  Lying  between 
the  bone  and  dura  mater  was  broken-down  leathery  gum- 
matous yellow  matter,  which  was  peeled  away  from  the  whole 
area  exposed  and  for  some  distance  beneath  the  bone.  It  is 
certain  that  much  of  this  stuff  was  left  behind ;  but  inasmuch 
as  a  very  large  hole  had  been  already  made  in  the  skull,  I 
deemed  it  wiser  to  desist  from  further  removal  of  bone  in 
order  to  get  at  it,  and  all  the  diseased  portions  of  bone 
had,  I  believed,  been  taken  away.  The  dura  mater  itself, 
although  considerably  depressed  by  the  inflammatory  exuda- 
tion, looked  healthy,  and  it  was  therefore  not  opened.  Brain 
pulsation  could  be  distinctly  felt.  The  flap  was  closed  in  the 
usual  way  and  without  drainage. 

The  man  seemed  no  worse  for  the  operation,  but  for  six 
days  had  a  subnormal  temperature.  One  hour  after  it  he  had 
a  fit.  During  the  night  of  the  25th  he  had  twelve,  and  on  the 
26th  several  fits.  On  the  night  of  the  26th  he  had  two,  and 
during  the  afternoon  of  the  27th  one  fit.  On  July  28  the 
wound  was  dressed  and  exit  was  given  to  some  bloody  serum 
from  beneath  the  scalp.  He  was  then  perfectly  conscious  and 
free  from  pain.  The  wound  healed  without  further  interfer- 
ence. He  soon  regained  the  power  of  moving  his  arm  and  leg, 
and  the  facial  palsy  subsided.  He  was  sent  to  a  convalescent 
home  on  Augiist  24,  and  on  his  return  home  in  six  weeks 
resumed  work.  He  has  had  no  fit  since  July  27,  and  has 
been  free  from  pain.  He  is  perfectly  well  at  present — far 
better,  he  says,  than  he  has  been  for  years. 

I  presume  that  all  this  patient's  symptoms  were  due  to 
pressure  on  the  brain,  acting  with  greatest  potency  over  the 
whole  Rolandic  region.  And  had  it  not  been  removed  he 
must  soon  have  died.  In  1890 1  had  a  case  very  like  it  under 
my  care  in  St.  Mary's,  in  which  spontaneous  relief  from 
cerebral  compression  had  been  given  by  perforating  erosion 
of  the  skull  and  protrusion  of  inflammatory  matter  through 
the  scalp.  In  that  instance  also  the  condition  was  at  first 
thought  to  be  due  to  tumour,  but  it  was  wholly  syphilitic. 
The  man  died  of  pyaemia  after  a  long  illness. 
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X. — A  case  of  Fracture  Dislocation  of  the  Spine  after 
Operation.  By  C.  A.  Ballance,  M.S.  Exhibited 
March  22,  1895. 

ALBERT  J.,  £et.  40,  railway  guard.     Admitted  November 
10,    1893,    into  the  National  Hospital,  Queen   Square, 
under  Dr.  Bastian. 

In  June,  1893,  he  fell  from  a  rapidly  moving  train.  He 
did  not  lose  consciousness,  but  found  that  he  was  unable  to 
rise,  as  he  could  not  move  his  legs.  He  was  unable  also  to 
pass   water.     During   the   next   few   months   his    condition 

Fig.  21. 
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gradually  grew  worse,  especially  in  consequence  of  his  having 
cystitis  and  incontinence  of  urine  and  fseces. 

Condition   on   admission  (November  10,   1893). — Patient 
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complains  of  pains  in  the  knees  which  prevent  sleep,  inability 
to  sit  or  stand,  loss  of  power  in  the  lower  limbs,  and  inconti- 
nence of  urine  and  faeces. 

Lower  Iwihs — motion. — Ankles  and  toes — movements  en- 
tirely lost.  All  muscles  below  knees  paralysed  and  wasted. 
Knees — flexion  almost  absent,  extension  weak.  Hips — 
adduction  and  flexion  good ;  abduction  or  extension  feeble ; 

Fig.  22. 


wasting  of  glutei  muscles  and  hamstrings :  these  muscles 
as  well  as  those  below  the  knee  give  the  reaction  of  dege- 
neration. 

Sensation. — Touch  :  anaesthesia  nowhere  absolute.  Pain, 
and  heat  and  cold  areas  definite  and  with  well-marked  out- 
lines (see  Figs.  21,  22,  and  23).* 

^^  *  Sensation  charts  taken  in  November,  1893,  before  operation.  Line  shading 
=  marked  ansesthesia.     Dot  shadiugr  =  relative  anaesthesia. 
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Knee-jerks  with  difficulty  obtained,  and  diminished. 
Plantar  reflexes  absent.  No  ankle-clonus.  Cremasteric  and 
abdominal  reflexes  present. 

Incontinence  of  faeces.  Constant  dribbling  of  offensive 
urine. 

The  twelfth  dorsal  spine  projects  markedly,  but  there  is 
no  tenderness  about  the  spine  in  this  region. 

The  condition  of  the  patient  remained  unchanged  until 

Fig.  23. 
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the  day  of  operation,  except  that  the  cystitis  improved  under 
treatment.  The  urine,  however,  continued  to  constantly 
dribble  away :  the  bladder  was  small,  and  was  never  distended 
except  during  the  treatment  by  antiseptic  irrigation. 

Operation  (January  12,  1894,  seven  months  after  the 
accident). — 1.  A  vertical  incision  7  inches  long  (the  centre  of 
which  covered  the  projecting  twelfth  dorsal  spine)  was 
made. 
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2.  By  pushing"  aside  the  muscles  the  laminas  of  the  teutli, 
eleventh,  and  twelfth  dorsal,  and  the  first  and  second  lumbar 
vertebrae  were  exposed.  At  this  time  there  was  much 
bleeding-,  in  consequence  no  doubt  of  the  new  scar  tissue 
ai-ound  the  site  of  injury  :  it  was  controlled  by  pressure. 


Fig.  24. 


3.  The  spinous  processes  of  the  tenth,  eleventh,  and 
twelfth  dorsal  and  the  first  and  second  lumbar  vertebras 
were  now  cut  away. 

4.  When  all  the  exposed  laminae  had  been  thoroughly 
cleared  it  was  apparent  that  the  laminae  of  the  first  lumbar 
vertebra  were  on  a  plane  anterior  to  those  of  the  twelfth 
dorsal  vertebree,  there  being  a  marked  interval  between  the 
upper  border  of  the  former  and  the  lower  border  of  the 
latter. 

5.  With  some    difficulty,  in  consequence  of  the  altered 
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relations  of  the  parts  aud  the  presence  of  bars  of  new  bone, 
the  laminae  of  tlie  eleventh  and  twelfth  dorsal  and  first  and 
second  lumbar  vertebrae  were  taken  away.  The  dural  sheath 
was  compressed  by  and  adherent  to  the  lamiuas  of  the  first 
lumbar  vertebra,  especially  along  tlieir  upper  borders.  From 
the  spinal  canal  were  removed  some  sharp  spicules  of  bone 
and  some  scar  tissue  on  either  side  of  the  theca  opposite  the 
twelfth  dorsal  and  first  lumbar  vertebra. 

Fig.  25, 


6.  The  theca  was  not  opened,  but  was  exposed  for  about 
4Hnches.  Above  and  below  where  the  dural  sheath  was  visible 
the  spinal  canal  was  quite  free,  as  determined  by  the  passage 
of  a  dura  mater  elevator. 

7.  The  wound  was  treated  in  the  usual  manner,  and  healed 
by  first  intention. 

Two  months  later  the  followins"  note  was   made  : — March 
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10,  1894. — All  movements  of  hips  and  knees  good.  Sensa- 
tion— much  improvement.  Sphincters — some  control ;  no 
cystitis. 

Present  condition  (March,  1895). — Motion. — Ankles  and 
toes — no  movement.  Hips  and  knees — all  movements  strong 
and  normal. 

Fig.  26. 


Sensation. — See  Figs.  21,  22,  and  23.*  Much  improvement. 

Full  control  of  rectum  and  bladder  ;  no  pains  in  the  lower 
limbs;  general  health  good;  walks  well  in  boots  (made  by- 
Ernst)  and  crutches. 

BernarJcs. —  (a)  It  seemed  doubtful  that  an  operation  so 
long  a  time  as  seven  months  after  the  injurj^  would  do  much 
good.  The  patient,  however,  was  losing  ground,  and  it  was 
his  only  hope  ;  the  complete  paralysis  of  the  bladder  with 
dribbling  was  the  most  unfavorable  sign,  but  it  was  difficult 
*  Seusatiou  charts  made  in  February,  1895,  thirteen  months  after  operation. 
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to  think  that  the  lower  end  of  the  cord  was  crushed,  seeing- 
tliat  there  was  nowhere  absohate  loss  of  tactile  sensation, 
thouoh  there  were  extensive  skin  areas  with  absolute  loss  of 
consciousness  to  sensations  of  pain  and  heat  and  cold.  On  the 
whole  it  seemed  probable  that  the  upper  extremity  of  the 
Cauda  equina  was  compressed,  and  that  the  cord  had  escaped 
b}'  an  anatomical  variation,  namely,  by  not  extending  down 
as  far  as  the  first  lumbar  vertebra.  The  favorable  result 
justifies  the  view  taken  before  operation. 

(b)  At  the  operation  I  was  in  doubt  as  to  whether  to  open 
the  dural  theca  or  not.  With  the  theca  open  it  might  have 
l^een  possible  either  to  remove  scar  tissue  wdiich  had  taken 
the  place  of  blood-clot,  and  which  was  acting  injuriously  by 
compressing  nerves,  or  even  to  resect  and  suture  a  nerve-root. 
The  theca,  however,  was  not  incised,  for  the  reasons  that  there 
had  been  no  increase  of  paralysis  as  far  as  I  knew  since  the 
period  of  the  accident,  and  that  an  intra-dural  operation  must 
of  necessity  entail  more  risk  than  one  which  is  extra-dural. 

(c)  With  regard  to  the  spinal  root  segments  involved,  they 
were  probably  the  twelfth  dorsal,  fourth  and  fifth  lumbar, 
and  the  first,  second,  third,  and  fourth  sacral.  The  least 
improvement  as  the  result  of  the  operation  is  manifested  by 
the  fourth  and  fifth  lumbar  and  first  sacral  (see  charts). 

(d)  The  muscles  below  the  knee-joints  are  completely 
paralysed.  The  man  is  practically  in  the  state  of  a  patient 
who  has  had  amputation  of  both  loAver  limbs  below  the 
knee-joints  performed.  The  question  arises,  would  this 
patient  be  improved  by  a  double  amputation  at  the  ankle- 
joints  or  below^  the  knee-joints  ? 

(e)  The  case  seems  to  olfer  a  good  illustration  of  the  use- 
fulness of  operation  (even  after  a  long  interval  of  time  has 
elapsed  since  the  injury)  w^hen  the  cauda  equina  is  the  part 
damaged  and  not  the  cord. 

With  some  operations  upon  the  central  nervous  system 
there  is  a  loss  account  as  well  as  a  profit  to  be  considered  in 
rightly  judging  of  their  value.  In  this  case  we  have  only  to 
reckon  the  gain,  thouo'h  I  wish  it  had  been  still  larger. 
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XI. — A  case  of  Local  A.^pluj.ria  of   One  Hand.      By 
J.  P.  Pakkixsox,  :\r.D.     Exhibited  March  22,  1895. 

THIS  patient,  a  domestic  servant  jet.  19,  says  she  was 
strong  and  healtliy  till  three  years  ago,  when  she  began 
to  notice  aching  pain  in  the  left  hand  and  fingers,  accompanied 
by  a  reddish  swelling  of  the  whole  dorsum  of  the  hand  and 
fingers;  at  this  time  there  was  no  loss  of  sensation.  This 
condition  lasted  two  months,  then  the  swelling  abated  for  a 
fortnight,  but  returned  on  her  resuming  woi-k,  and  this  and 
the  pain  continued  on  and  off  till  she  permanently  left  off' 
work  in  Xovember  last  year.  At  this  time  she  was  operated 
upon  for  a  ganglion  at  the  base  of  the  flexor  tendon  of  the 
middle  finger,  but  this  appeared  to  have  no  effect  upon  the 
condition  of  the  back  of  the  hand.  In  December  last  year 
swelling  and  pain  returned  in  the  same  situation  as  before, 
and  since  then  whenever  she  attempted  to  use  the  hand  this 
result  has  followed.  In  December  the  back  of  the  hand  and 
fingers  were  noted  to  be  bluer  than  usual,  and  on  exposure  to 
cold  turned  almost  black,  while  sensation  of  all  kinds  was  lunt 
on  the  inner  side  of  the  back  of  the  hand  and  fingers,  and  a 
certain  amount  of  smelling  appeared  on  the  dorsum  of  the 
hand,  also,  occasionally,  hlacTc  patches  about  the  size  of  a 
shilling  appeared  on  the  back  of  the  hand,  which  did  not 
spread,  but  gradually  scaled  off,  leaving  natural  skin  beneath. 

There  is  no  history  of  rheumatisui  or  ague.  Menstruation 
ceased  four  months  ago,  but  returned  on  ]\Iarch  18. 

The  condition  now  is  less  marked  than  I  have  ever  seen  it 
before,  for  a  week  ago  the  back  of  the  hand  was  dark  blue  in 
colour,  and  the  hand  felt  distinctly  cold.  On  pressure  the 
spot  becomes  dead  white,  but  soon  a  vermilion-coloured  patch 
appears,  which  extends  for  a  time  and  then  fades  gradually. 

The  skin  shows  signs  of  previous  swelling,  and  the  nail  of 
the  little  finger  shows  a  transverse  groove,  but  there  is  no 
clubbing,  nor  striation  of  nails. 

At  times  she  has  severe  pricking  sensations  in  the  hand 
and  ring  and  little  fingers. 

Pressure  on  the  nerves  at  the  elbow  causes  no  shooting 
down  the  forearm,  as  it  does  on  the  right  side.  The  urine 
has  never  been  brown,  and  examination  shows  no  abnormality. 

The  cardiac  system  appears  normal,  and  there  is  no 
difference  in  volume  of  the  pulses. 
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Points  of  interest  in  tliis  case  are  tlie  unilateral  distribu- 
tion of  the  affection,  and  that  most  of  the  symptoms  are 
referred  to  the  distribution  of  the  ulnar  nerve;  the  appear- 
ance of  the  hand  now  suggests  the  beginning  of  a  process  of 
scleroderma. 


XII. — Meningocele  in  region  of  Lateral  Fontanelle, 
jjrohahhj  traumatic.  By  H.  Betham  Hobinsox. 
Exhibited  March  22,  1895. 

ARTHUR  G.,  a  child  ajt.  7  months,  first  came  under  my 
care  in  December  last  Avitli  a  swelling  on  the  side  of 
the  head  over  the  posterior  part  of  the  parietal  bone.  The 
history  of  the  case  is  as  follows  : — The  child  is  the  first- 
born of  a  healthy-looking  mother,  and  was  born  after 
some  difficulty.  The  presentation  Avas  cranial,  and  instru- 
ments were  used.  The  head  appeared  to  be  bruised 
all  over,  but  most  of  this  swelling  went  away  within  the 
month,  leaving  the  tumour  which  now  concerns  us.  The 
mother  says  that  the  swelling  seemed  then  about  the  same 
size  as  it  was  on  the  first  visit  to  the  hospital  (about  4j 
X  4j  inches;  December  4),  and  from  the  time  she  first 
noticed  it  she  thinks  that  it  "throbbed."  On  examination 
the  swelling  is  round  and  soft,  and  the  skin  quite  free  over 
it.  It  is  placed  over  or  a  little  anterior  to  the  right  lateral 
fontauelle.  On  deep  pressure  there  can  be  made  out  some 
deficiency  in  the  skull,  the  edge  being  very  irregular  and 
everted  especially  anteriorly ;  the  deficiency  seems  to  be 
chiefly  in  the  posterior  part  of  tlie  parietal  bone.  'J'he  skull 
as  a  Avhole  is  asymmetrical.  There  is  very  marked  impulse 
and  increased  tension  on  coughing  or  straining  on  pressure 
when  the  swelling  is  lax  ;  no  definite  arterial  pulsation  can  be 
made  out.  Pressure  on  the  swelling  does  not  affect  the 
child  at  all.     No  history  of  fits. 

The  tumour  has  not  been  tapped. 

The  first  thing  to  determine  with  regard  to  this  case  is 
whether  it  is  an  encephalocele  or  a  meningocele.  The 
diagnosis  of  the  former  cannot  be  made  Avith  any  certainty 
because  of  the  doubtful  arterial  pulsation,  and  in  the  definite 
absence  of  the  latter  we  must  still  remain  in  doubt  because 
it   has  been  proved   in   other  cases,   which  have  been   con- 


Clinical  Cases.  263 

sidered  certain  meningoceles,  that  the  tumours  have  had 
cerebral  contents.  Should  brain  substance  be  present  the 
cyst  communicates  probably  with  the  lateral  ventricle.  If  it 
be  considered  to  be  a  meningocele  only,  which  is  the  more 
likely,  then  we  must  consider  if  it  be  congenital  or  traumatic. 
Congenital  meningoceles  through  the  lateral  fontanelle  are  very 
rare,  and  in  this  position  the  tumour  is  perhaps  as,  or  more 
likely  to  be  an  encephalocele  than  meningocele. 

Suppose  we  were  to  assume  that  it  is  traumatic  in  origin, 
we  have  the  factors  of  a  difficult  labour,  possibly  due  to 
contracted  pelvis,  terminated  by  forceps.  It  is  not  extra- 
vagant to  imagine  that  the  indentation  produced  by  the 
latter  may  be  attended  by  a  fracture  or  separation  of  bones 
associated  with  a  rupture  of  the  closel}^  underlying  dura 
mater. 

Note. — Since  this  case  was  exhibited  the  tumour  has  been 
tapped.  Several  ounces  of  clear  fluid  were  withdrawn,  so 
that  the  sac  was  quite  lax.  An  irregular  hole  about  the  size 
of  a  shilling  was  felt  in  the  posterior  inferior  part  of  the 
parietal  bone,  but  the  bone  around  the  opening  was  not 
everted,  and  was  quite  smooth.  At  the  margin  of  the  swell- 
ing was  a  large  rim  of  new  bone  deposited  from  the  raised 
periosteum.  There  was  no  evidence  of  any  cerebral  contents 
in  the  sac.  The  child  experienced  no  ill  results  from  the 
tapping,  and  in  a  few  days  the  swelling  was  as  large  as 
before. 


XIII. — Case  of  Cijstic  Hj/groma  in  an  Adult,  By 
RiCKMAN  J.  GoDLEE,  M.S.  Exhibited  Febraary  8, 
1895. 

THE  patient,  who  is  a  shorthand  writer  41  years  of  age, 
was  born  with  his  present  trouble.  He  remembers  that 
when  he  was  a  boy  there  was  a  large  swelling  of  the  neck 
and  side  of  the  face  and  under  the  tongue,  principally  upon 
the  right  side,  which  used  to  swell  up  and  turn  blue-black 
with  cold.  His  face  was  much  distorted.  He  thinks  that  it 
gradually  diminished  in  size;  but  it  was  liable  to  attacks 
of  acute    inflammation,  during  which  his   temperature  rose 
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and  he  was  very  ill^  aud  suffocation  threatened  from  the 
manner  in  which  the  tongue  was  forced  upwards  and  back- 
wards by  the  swelling  of  the  floor  of  the  mouth.  It  was 
during  one  of  these  attacks  that  I  first  saw  him  in  May, 
1890;  his  temperature  at  that  time  being  103°  to  104°,  and 
his  condition  really  alarming. 

It  subsided,  however,  and  as  the  cysts  in  the  floor  of  the 
mouth  gave  him  the  most  trouble,  and  seemed  always  to  be 
the  starting-point  of  the  acute  attacks  of  inflammation,  I 
determined  to  remove  some  of  them.  At  that  time  there 
was  a  large  swelling  occupying  the  right  cheek,  floor  of  the 
mouth,  and  submaxillary  region,  and  extending  part  of  the 
way  down  the  neck  and  slightly  to  the  opposite  side  of  the 
neck.  Part  of  the  mass  felt  as  if  it  were  solid,  but  the 
greater  part  was  obviously  composed  of  larger  and  smaller 
cysts,  some  of  the  largest  of  which  projected  into  the  floor  of 
the  mouth.  The  tongue  was,  and  is  still,  covered  on  its  upper 
surface  with  great  papillary  and  utevoid  masses,  and  countless 
minute  cysts  appear  on  the  under  surface,  so  that  it  is  folded 
over  like  a  huge  epiglottis.  Some  of  the  lumps  appeared  to 
be  enlarged  lymphatic  glands. 

In  November,  1890,  I  removed,  through  the  mouth, 
several  of  the  larger  cysts,  with  less  difficulty  than  I  had 
anticipated,  and  was  pleased  and  surprised  to  find  that  no 
serious  inflammation  followed  the  operation.  I  had  been 
quite  prepared  for  such  an  event. 

Since  the  operation  he  has  been  much  more  comfortable, 
and  the  deformity  has  been  much  less  obvious  to  the  casual 
observer.  He  has  quite  lost  the  fits  of  bleeding  to  which  he 
used  to  be  subject  in  hot  weather,  and  has  had  no  attack  of 
severe  inflammation.  Sometimes  he  has  had  warnings,  when 
he  has  retired  to  the  house  and  they  have  always  hitherto 
come  to  nothing. 

He  came  to  me  in  November,  1894,  complaining  of  a 
swelling  below  the  zygoma,  which  extended  over  the  ramus 
of  the  jaw  and  for  some  distance  behind  it.  The  swelling  was 
hard  and  tender,  and  the  skin  over  it  was  somewhat  oedema- 
tous.  It  interfered  with  the  opening  of  the  mouth.  I  am 
not  prepared  to  say  what  tissues  were  involved,  but  I  should 
think  it  Avas  in  or  closely  attached  to  the  masseter.  I  gave 
him  some  iodide  of  potassium  in  five-grain  doses,  and  after- 
wards five  minims  of  Liq.  Sodae  Arseniatis  three  times  a  day, 
and  told  him  to  rub  some  Ung.  Pot.  lodid.  over  the  swelling. 

Under  this  treatment  the  lump  has  got  less  tender  and 
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smaller,  but  there  is  no  appreciable  difference  in  the  degree 
to  which  he  can  open  his  mouth ;  so  I  assume  that  the 
swelling'  is  caused  by  fresh  chronic  inflammation  in  some  of 
the  lymphatic  tissue  of  which  the  mass  is  composed. 

I  think  there  can  be  no  doubt  that  this  is  an  example  of 
cystic  hygroma,  combined,  no  doubt,  with  a  certain  amount 
of  ntevoid  structure ;  and  as  it  is  the  first  case  that  I  have 
met  with  in  an  adult,  I  have  thought  it  worthy  of  showing  at 
the  Clinical  Society.  What  becomes  of  the  numerous  children 
one  sees  with  this  affection  I  do  not  think  is  known.  I  have 
operated  on  several  of  them,  and  when  the  tumour  has 
occurred  in  other  parts  of  the  body  have  occasionally  found, 
as  is,  I  suppose,  always  the  case  when  they  occur  in  the  neck, 
that  the  disease  extends  so  deepl}'' — say  through  an  inter- 
costal space  or  through  the  whole  thickness  of  the  abdominal 
wall — that  it  was  impossible  to  extirpate  it  completely.  One 
such  case  operated  on  when  the  patient  was  an  infant  re- 
turned some  years  afterwards  with  a  recurrence,  wliich  I 
again  removed,  and  have  not  heard  of  him  since.  No  doubt 
some  of  the  cliildren  die  of  the  acute  inflammation  to  which 
they  are  all  liable  ;  but  it  would  be  ot"  great  interest  to  know 
whether  cystic  hygroma,  wliich  I  suppose  we  all  agree  is  a 
lymphatic  naevus,  has  a  tendency,  like  that  shown  by  so  many 
vascular  uEevi,  to  disappear  spontaneously  as  the  children 
grow  older. 


XIY. — A  case  of  Incomplete  Grai:es's  Disease  associated 
with  Nasal  Polijpi.  By  Scanes  Spicer,  M.D. 
Exhibited  November  9,  1894. 

EMILY  B.,  a  neurotic,  excitable  girl,  set.  1 7,  by  trade  a 
bootmaker's  apprentice,  w^as  sent  to  the  Throat  Depart- 
ment of  St.  Mary's  Hospital  by  Dr.  Doidge,  of  Haverhill, 
October  23,  1894,  chiefly  for  treatment  of  the  growths  in 
the  nose. 

On  admission  she  was  observed  to  have  some  stiffness  or 
impaired  mobility  of  eyeballs,  and  the  width  of  sclerotic 
showing  between  cornea  and  lids  was  excessive,  causing  an 
appearance  of  undue  prominence  of  eyes.     The  thyroid  gland 
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was  a  well-defined  swelling  tlie  size  of  a  Tangerine  orange  on 
each  side,  but  larger  on  the  right  than  on  the  left;  the 
isthmus  was  not  conspicuously  enlarged ;  the  tumour  was 
soft,  elastic,  pulsating,  and  convej-ed  a  distinct  thrill  to  the 
hand.  On  extension  of  arms  and  hands  a  fine  fibrillary 
tremor  was  well  marked.  Her  respiration  rate  Avas  24,  pulse 
rate  140,  temp.  98"2°.  Both  nasal  passages  wei*e  completely 
blocked  with  polypi  which  presented  at  nostrils,  and  the 
"  frog-face"  deformity  was  mnrked. 

History. — Her  mother  discovered  the  neck  swelling  and 
nose  binckfige  at  the  same  time,  now  some  three  years  ago, 
and  patient  was  aware  of  their  co-existence  before  she 
received  any  nasal  tieatment.  The  obstruction  and  goitre 
have  gradually  increased  up  to  the  time  of  adnaission.  An 
attempt  was  made  in  the  counti-y  to  clear  the  polypi,  which 
gave  her  some  tempoi-ary  relief.  She  has  never  been  con- 
scious of  excessive  palpitation  of  heart,  nor  has  her  hair 
fallen  out. 

Treafment. —  At  St.  Mary's  Hospital,  up  to  the  date  of 
report,  she  has  had  four  different  sittings  for  the  removal  of 
polypi  under  cocaine  with  the  cold  wire  snare.  A  gi'cat  many 
have  been  removed,  and  the  bleeding  has  been  freer  than 
usumI.  The  nasal  passages  are  gradually  becoming  pervious. 
Pari  passu  with  this  improvement  the  thyroidal  swelling  is 
diminishing  and  is  less  defined;  the  pulsation  is  less;  the 
slight  exophthalmos  and  tremors  have  disappeared.  The 
tachycardia  is  less:  usual  rate  in  bed  120,  in  the  chair 
before  operation  136  — 144,  under  excitement  of  operation 
196,  after  operation  160.  O71  the  last  two  occasions  on  which 
she  has  been  examined  after  the  moderate  exertion  of 
walking  fi-om  ward  to  operating  chair  the  rate  has  been  120 
and  132,  as  against  136 — 144  after  similar  exertion  before. 

Remai-Jcs. —A\thouo;h.  the  thyroidal  enlargement,  the  tachy- 
cardia, the  tremor,  and  nervous  excitability  are  well  marked 
in  this  case,  1  have  entitled  it  incovrplnte  Graves's  disease 
from  the  subordinate  character  of  one  of  its  leading  sj-mptoms 
— the  exophthalmos,  'I'he  case  is  shown  to  afford  objective 
evidence  of  the  facts  (1)  that  Graves's  disease  and  intra-nasal 
disease  may  coexist  previously  to  and  without  the  excitation 
of  any  intra-nasal  operation;  (2j  that  relief  of  the  nasal 
disease  may  be  followed  by  amelioration  of  the  Graves's 
disease. 

With  reference  to  the  first  fact,  this  case  differs  from  that 
reported  in  the  Clin.  Soc.   Trans.,  vol.  xxii,  p.  233,  and  in 
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whicli  certain  symptoms  of  Graves's  disease  appeared  after 
intra-nasal  operation.  Although  this  latter  case  was  de- 
scribed as  ;in  incomplete  form  of  Graves's  disease  by  such 
distinguished  clinicians  as  Dr.  Felix  Semon  and  Mr.  Xettle- 
ship,  I  venture  to  doubt  if  sufficient  proof  "was  adduced  ta 
place  it  in  the  category  of  Graves's  disease.  In  Dr.  Semon's 
case,  in  addition  to  the  absence  of  thyroidal  swelling  (not 
enough  in  itself  to  exclude  it  if  sufficient  positive  signs 
pointed  in  the  other  direction),  there  was  an  absence  of 
that  general  nervous  excitability,  of  cardiac  excitability,  of 
onarked  tachycardia,  and  of  tremor.  Moreover  the  exoph- 
thalmos Avas  unilateral,  and  has  remained  so.  Nor  has  the  sub- 
sequent development  of  that  case  [Proc.Laryng.  Soc.of  Loncl., 
November  8,  1893),  in  spite  of  some  permanent  increase  in  the 
pulse  rate  and  the  supervention  of  alopecia,  yet  placed  it 
decisively  to  my  judgment  in  the  category  of  Graves's  disease 
— from  which  in  general  aspect  and  character  it  differs.  That 
the  intra-nasal  operations  in  Dr.  Semon's  case  led  to  some 
pathological  condition  at  the  back  of  the  orbit  and  so  caused 
the  ocular  symptoms,  I  think  extremely  probable.  His  case 
would  then  fall  into  line  with  the  cases  referred  to  by 
Mr.  Cresswell  Baber  and  Mr.  Charsley  {Proc.  Laryng.  Soc, 
loc.  cit.),  and  which  developed  ocular  symptoms  yet  not 
Graves's  disease  and  which  recovei-ed  completely.  I  have,  at 
least  once,  been  told  by  a  patient,  on  whom  I  had  operated 
intra-nasally,  that  the  eyeball  felt  stiff  and  rigid ;  this  sen- 
sation soon  passed  off.  I  was  not  at  the  time  aware  of  the 
significance  of  the  symptom,  and  made  no  recoi'd  of  it.  What 
the  nature  of  this  influence  extending  from  the  area  of  intra- 
nasal operation  into  the  orbit  — whether  congestion,  inflamma- 
tion, or  oedema  of  cellular  tissue  or  of  muscles  or  nerves  ex- 
tending by  contiguity  from  the  nose,  the  ethmoidal  or  frontal 
accessory  sinuses ;  or  vaso-motor  spasm  or  paresis  ;  or  throm- 
bosis ;  or  emphysema  by  opening  up  orbital  connective  tissue  to 
ethmoidal  sinuses;  or  muscular  spasm  followed  by  contracture 
or  nerve  paresis,  or  Avhat  not,  is  at  present  a  matter  of 
speculation  only.  That  such  ocular  symptoms  as  are  seen  in 
Dr.  Semon's  case  may  be  persistent  is  indeed  an  untoward 
matter,  but  things  would  be  much  worse  still  if  it  were 
proved  that  such  a  serious  disease  as  exophthalmic  goitre 
had  in  any  case  resulted  directly  from  intra-nasal  operations. 
And  here  follows  the  lesson  of  my  case,  that  even 
supposing  Graves's  disease  did  appear  after  intra-nasal 
operation  for  nasal  disease,  it  must  not  necessarily  be  assumed 
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that  the  post  hoc  is  propter  hoc,  for  in  the  present  case  we  see 
the  association  of  nasal  disease  and  exophthalmic  goitre 
existing  even  before  the  nose  was  examined. 

My  case  agrees  further  with  those  described  by  Hack  and 
B.  Fraukel,  and  referred  to  in  the  hitter's  interesting  and 
suggestive  paper,  in  showing  marked  improvement  of  the 
Graves's  disease  symptoms  ^ari  _2?05stt  with  the  restoration  of 
the  functional  efficiency  of  the  nasal  channels.  Reviewing  the 
evidence  afforded  by  these  latter  cases,  the  connection 
between  intra-nasal  disease  and  exophthalmic  goitre  appears 
mnch  more  than  a  coincidence — the  most  plausible  explana- 
tion yet  given  referring  it  in  such  cases  to  some  irritation  of 
the  intra-nasal  terminal  sympathetic  fibres. 


XY. — A  case  of  Mi/cosis  Funqoldes.     Bv  F.  de  Havil- 
LAND  Hall,  M'.D.     E.rhibite<l  March  22,  1895. 

T)      W.,  tet.  52,  a  coal  merchant. 

Xt*  The  patient  has  alwaj^s  enjoyed  good  health  with  the 
exception  of  an  attack  of  sciatica  twenty  years  ago.  Since 
then  he  has  often  had  pains  in  his  arms  and  legs,  but  he  has 
not  been  prevented  frotn  working.  To  alleviate  the  pains  he 
rubbed  acetic  acid  freely  over  the  affected  parts  for  the  last 
ten  years.  Abont  two  and  half  years  ago  an  affection  of  the 
skin  began  in  the  places  Avhere  he  had  been  rubbing  the 
acetic  acid.  A  rash  appeared  on  the  outer  side  of  both 
arms,  extending  three  inches  above  and  three  below  the 
elbows.  After  a  time  the  rash  spread  to  the  thighs  and 
trunk. 

In  September,  1893,  a  swelling  as  large  as  a  goose's  eg^r 
appeared  on  the  right  hip,  and  shortly  afterwards  another 
came  on  the  right  elbow.  During  the  latter  part  of  1893 
similar  swellings  appeared  on  the  thighs  and  then  all  over 
the  body.  The  patient  states  that  the  tumours  lasted  from 
six  to  nine  months  each,  and  then  disappeared  gradually, 
some  breaking  down  with  the  formation  ot  a  thin  yellowish 
discharge  followed  by  a  scab,  and  others  disappeared  without 
undergoing  these  changes.  The  patient  was  able  to  continue 
at  work  until  June,  1894,  when  the  tumours  appeared  on  the 
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feet,  head,  aud  face;  since  October  lie  has  suffered  from  sore 
throat. 

All  over  the  body  are  numerous  tumours  varyinj^  in  size 
from  a  pea  to  a  mass  li  by  2  inches.  Some  are  quite  flat, 
others  are  somewhat  pedunculated;  some  are  smooth  and 
covered  by  altered  skin,  others  are  ulcerated.  The  remains 
of  old  tumours  mny  be  recognised  by  pigmented  and  scarred 
patches  on  the  skiu.  On  the  neck  there  is  a  papular  eruption 
with  some  induration  of  the  skiu;  this  is  irritable,  and  itches 
at  times.  The  patient  states  that  this  is  the  kind  of  eruption 
which  preceded  the  formation  of  the  tumours.  The  glands  in 
the  axillae  are  slightly  enlarged,  and  tliei'e  is  considerable 
enlargement  of  the  inguinal  glands,  especially  on  the  right 
side. 

Fig.  27. 


isi^it' 


To  show  the  comiucnciiiff  ulceration. 


In  the  pharynx  a  small  elevated  mass  may  be  seen  on 
either  lateral  ■wall,  and  a  smaller  one  on  the  posterior  wall. 
The  epiglottis  is  swpllen  and  superficially  ulcerated.     On  the 
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left  aryt<\3iioid  cartilage  there  is  an  irregular  mass  about  tlie 
size  of  a  hazel-nut,  the  surface  of  which  is  ulcerated. 

The  thoracic  and  abdominal  viscera  are  apparently 
healthy,  and  the  patient's  general  health  has  not  suffered. 
A  tumour  has  been  removed  for  microscopic  examination. 
Further  details  are  wanting  as  tlie  patient  has  been  under 
observation  ouly  two  days. 

The  tumour  removed  was  a  flattened  sphere  having  a 
diameter  of  J  inch  and  a  depth  of  ^.  There  was  commencing 
ulceration  of   the  surface.     On  section  it  was  found  to  be  a 
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From  about  middle  of  section,  showing  the  stroma  and  cells,      x  300. 

firm  though  elastic  white  glistening  neoplasm  of  homogeneous 
consistence  and  myxomatous  appearance. 
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Microscopical  examination  made  by  Dr.  Hebb  showed  thafc 
the  dermis  was  the  seat  of  a  lymphomatous  growth,  i.  e.  there 
is  a  I'eticulum  of  fine  connective  tissue  the  meshes  of  which 
are  filled  with  small  round  cells  of  uniform  size.  The  nucleus 
of  the  cells  is  large  and  round,  and  the  cytoplasm  relatively 
very  small.  Towards  the  base  of  the  tumour  the  connec- 
tive tissue  is  coarser  than  in  the  parts  above,  and  in  this 
there  are  many  vessels  containing  red  corpuscles.  There  are 
no  degeneration  areas  in  this  particular  tumour-growth,  and 
the  appeai'ances  are  practically  uniform  throughout  (Figs. 
27  and  28). 

The  surface  of  the  tumour  is  just  beginning  to  break 
down,  and  the  sections  show  that  the  ulceration  process 
starts  as  a  vesiculation,  i.  e.  in  the  epidermis. 

Smear  preparations  of  the  freshly  expressed  juice  of  the 
tumour  present  appearances  remarkably  like  those  seen  in 
leukjemic  blood.     There   is  this  difference,  however:   in  the 

Fig.  29. 


Smear  pi'epar;ition  of  piece  of  mycosis  tumour.  1.  Polynuclear  leucocytes. 
2.  Lymphocytes.  3.  Mononuclear  "leucocytes."  4.  Red  corpuscles, 
i  Apochromatic,  oc.  10  (Powell  and  Lealand).      x  600  circa. 

mycosis  juice  the  number  of  lymphocytes  is  much  greater, 
and  the  number  of  polynuclear  leucocytes  much  less  than  in 
the  blood  of  leukaemia.  In  both  the  large  mononuclear 
^Meucocyte"  is  a  great  feature.  Blood  from  the  finger  of 
the  mycosis  patient  merely  exhibited  some  excess  of  white 
corpuscles,  but  in  other  respects  Avas  not  particularly 
noteworthy. 
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The  tumour  was  fixed  and  staiued  by  various  methods,  the 
results  being  much  alike.  There  was  no  evidence  of  any 
parasite,  vegetable  or  animal,  nor  an}'  appearances  such  as 
those  described  by  Wernicke  in  the  Centralhl.  f.  Bakteriol.  u. 
Parasifenlc,  vol.  xii,  p.  859  (fig.  1). 


XYL— Fibrous  Nodules  of  Douhfful  Nature.     By  R.  J. 
GoDLEE,  M.S.     Exliihited  November  9, 1894. 

WS.,  ffit.  27,  a  labourer.  Tliere  was  no  history  of 
•  previous  illnesses,  except  an  attack  of  gonorrhoea 
eight  years  ago.  The  question  of  syphilis,  gout,  and  rheu- 
matism was  cai'efully  investigated,  and  there  was  no  histoi'y 
to  be  obtained  of  any  of  these  complaints  either  in  the  patient 
or  his  family.  He  was,  however,  marked  by  scars  of  glandular 
suppuration  on  the  right  side  of  the  neck  and  of  some  pus- 
tular eruption  in  the  occipital  region.  There  was  also  the  scar 
of  a  strumous  ulcer  on  the  cornea.  A  few  glands  could  be 
felt  beneath  the  upper  part  of  the  right  sterno-niastoid  muscle. 

His  present  illnet^s  began  with  a  swelling  over  the  bridge 
of  the  nose  in  April,  1894,  which  was  followed  a  month  later 
by  swelling  of  both  eyelids.  Afterwards  small  lumps  appeared 
in  different  parts  of  the  body,  viz.  the  forehead,  hands, 
back,  &c.  These  swellings  caused  no  pain  nor  sensation  of 
any  kind,  and  they  remained,  when  once  developed,  apparently 
unaltered  in  size.  He  was  treated  at  University  College 
Hospital  for  some  time  ;  then  he  went  to  the  Highgate 
Infirmary,  where  he  Avas  given  iodide  of  potassium  in  large 
doses. 

He  came  under  my  notice  in  September,  1894.  He  was 
a  healthy-looking  man,  but  presented  a  peculiar  appearance 
owing  to  the  swelling  of  his  nose  and  eyelids,  Avhich  looked 
as  if  they  were  oedematous.  On  pinching  the  eyelids,  the 
swelling  in  each  felt  like  a  small  button  under  the  skin.  The 
swelling  itself  did  not  pit  like  true  oedematous  tissue.  There 
were  a  number  of  small,  hard,  flattened  nodules  in,  or  rather 
beneath,  the  skin  of  the  face.  The  most  marked  were  over 
the  bridge  of  the  nose,  placed  sjanmetrically  on  each  side  of 
the  middle  line  ;  others  were  in  the  upper  and  lower  eyelids, 
on  the  forehead,  and  over  the  lower  jaw.     All  of  these  were 
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symmetrical  except  those  on  the  forehead,  one  of  which  was 
median  and  the  other  a  little  to  the  left.  Similar  thickenings 
were  fonnd  on  ihe  backs  of  the  fingers  over  the  proximal 
interphalangeal  joints,  the  styloid  processes  of  radii  and  ulnae, 
the  internal  condyles  of  the  humeri,  and  the  third  sacral  spine. 
In  the  gluteal  folds  there  was  marked  thickening  of  the  skin, 
which  extended  forwards  to  the  inner  aspects  of  the  thighs  and 
over  the  lower  parts  of  the  buttocks  and  round  the  anus. 
This  thickening  had  all  the  appearance  of  that  produced  by 
congestion  of  lymphatic  vessels,  and  resembled  the  condition 
met  with  in  elephantiasis.  A  somewhat  similar  condition 
was  present  in  the  skin  of  the  front  of  the  lower  part  of  the 
forearms.  The  burs^e  over  the  olecranon  processes  were  much 
enlarged,  and  fluctuated. 

There  was  no  discharge  from  the  nose,  but  there  was 
some  thickening  of  the  nasal  mucous  membrane. 

The  blood  was  examined  on  several  occasions,  and  was 
absolutely  normal.  There  were  at  this  time  no  haemorrhages 
of  any  description  ;  but  since  the  patient  was  shown  at  the 
Society  there  have  been  some  slight  attacks  of  hasmoptysis, 
to  account  for  which  no  physical  signs  are  discoverable  ;  and 
as  none  of  the  blood  has  been  brought  for  examination,  and 
there  is  ordinarily  no  expectoration,  it  has  not  been  possible 
to  examine  the  sputum  for  the  presence  of  tubercle  bacilli. 

The  spleen  apparently  was  not  enlarged. 

The  temperature  whilst  he  was  under  observation  was 
usually  normal,  though  it  occasionally  reached  99"2°. 

The  patient  felt  weak.  He  said  he  had  lost  flesh,  and  did 
not  feel  equal  to  his  work.  He  flushed  and  perspired  freely 
on  exertion. 

One  of  the  nodules  was  removed  for  microscopical  exami- 
nation. I  did  not  see  the  specimen  myself,  as  this  was  done 
before  he  came  under  my  observation ;  but  I  am  informed 
that  it  consisted  only  of  fibrous  tissue,  and  certainly  not  of 
adenoid  tissue. 

The  thickenings  did  not  present  the  appearance  of  rheu- 
matic nodules,  nor  indeed  did  they  resemble  any  growths 
with  which  I  am  acquainted. 

On  the  suggestion  that  the  patient  might  be  the  subject 
of  an  early  and  unusual  form  of  Hodgkin's  disease,  he  was 
given  arsenic  first  in  the  form  of  Donovan's  solution,  of 
which  he  took  alternately  T!\xv  three  times  a  day,  and  after- 
wards he  took  Liq.  Sodae  Arseniatis  in  the  same  dose ;  he 
could  not  take  larger  quantities. 
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Beyond  the  almost  total  disappearance  of  the  enlarged 
bursas  and  the  diminution  in  size  of  some  of  the  nodules,  no 
change  occurred  in  the  patient's  condition.  He  was  sent  to 
the  seaside,  and  while  there  he  had  the  hteraoptysis  men- 
tioned above. 

He  has  now,  I  believe,  returned  to  his  work,  very  much  in 
the  same  condition  as  on  admission.  He  has  been  seen  by 
many,  but  up  to  the  present  time  no  satisfactory  explanation 
has  been  given  of  this  very  unusual  condition  of  things. 


XVII. — A  case  of  Scleroderma,     ^j  W.  D.  Herring- 
ham,  M.D.     Exldhited  Xoreraher  9,  1894. 

WILLIAM  H.,  set.  39.  seaman  R.N.,  subsequently  pearl 
diver.     Diving  altogether  for  sixteen  years. 

Three  years  ago  he  noticed  skin  on  lower  part  of  abdomen 
getting  thicker  and  harder,  and  that  he  did  not  sweat  over 
it.  About  six  months  later  the  chest  and  the  hands  became 
involved,  and  the  induration  spread  up  to  the  shoulders. 
About  the  same  time  the  legs  were  affected.  About  two  years 
ago  he  noticed  affection  of  face,  and  that  his  hair  was  coming 
out.  A  year  and  a  half  ago  the  teeth  became  tender  and 
felt  loose,  and  since  this  time  he  has  been  unable  to  protrude 
his  tongue.  About  the  same  time  he  began  to  be  drawn  into 
a  stooping  position. 

During  the  whole  time  he  has  had  no  pain.  There  was 
never  oedema  of  any  part  at  any  time,  except  once  in  the  arm, 
apparently  from  an  inflammatory  condition. 

Previous  history. — Always  good  health ;  no  syphilis. 

Typical  tight-drawn  skin,  with  pinched  features,  and  an 
appearance  of  small  scars  in  parts;  the  hair  of  the  head  has 
grown  very  scanty ;  the  eyebrows  and  eyelashes  have  gone, 
and  the  moustache,  which  was  once  thick  and  heavy,  is  very 
thin.  In  axillae  and  on  pubes  no  hair.  Teeth  very  loose,  gums 
retracted.  Tongue  cannot  be  protruded,  appai-ently  from 
contraction  of  the  mucous  folds  at  the  tip,  and  the  surface  is 
smooth  and  glazed  except  over  the  central  third.  The  hands 
are  very  deformed  from  contraction  of  the  fingers  at  the  first 
phalangeal  joints;  their  skin  is  smooth  and  hard,  except  over 
the  same  joints,  where  it  is  horny  and  scaly  and  marked  with 
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■dilated  veins.  On  the  right  index  the  skin  over  the  joint  was 
at  one  time  ulcerated.  The  remaining  joints  are  rigid.  There 
is  no  shortening  of  the  bones.  The  skin  over  the  back  and 
sides  of  the  trunk  is  natural ;  that  over  the  front  of  the  chest 
is  hard  and  thick.  That  over  the  neck  is  remarkable;  it  is 
marked  by  transverse  ridges  running  not  in  the  line  of  any 
natural  folds,  but  horizontally.  Apparently  the  skin  is 
thickened  in  the  ridges  and  atrophied  in  the  furrows  between. 
Dilated  venules  are  seen  everywhere  Power  of  sensation  is 
not  diminished  ;  he  thinks,  if  anything,  it  is  slightly  increased. 
There  is  a  slight  amount  of  albumen  in  the  urine.  Other 
organs  healthy. 

He  was  treated  for  nearly  two  years  at  Brisbane,  princi- 
pally with  hot  baths  and  inunction  of  cod-liver  oil  and 
lanolin;  and  for  two  months  at  Greenwich  with  pilocarpine. 
He  was  admitted  into  St.  Bartholomew's  Hospital  under 
Dr.  Hensley  (by  whose  permission  he  was  exhibited)  October 
13,  1894,  and  discharged  January  25,  1895.  He  was  treated 
externally  with  lanolin  and  alkaline  baths,  internally,  at 
first  with  arsenic,  and  afterwards  with  thyroid  extract  and 
cod-liver  oil.  There  was  very  slight  improvement  in  the 
condition  during  this  time,  but  the  skin  of  the  abdomen  is 
softer  than  it  was  some  time  aso. 


XVITI. — A  case  of  Eczema  foUoimnrj  Typhoid  Fever. 
By  W.  Hale  \Yhite,  M.D.  Exhibited  November  9, 
1894. 

A  BOY  set.  10  was  admitted  into  Guy's  Hospital,  August 
27,  1894.  He  had  symptoms  of  typhoid  fever,  and  he 
was  probably  at  about  the  twelfth  day  of  his  illness.  Spots 
were  observed  the  day  after  admission.  There  was  nothing 
noteworthy  about  the  case,  which  was  moderately  severe. 
The  temperature  remained  below  normal  from  September  14  to 
September  22,  when  it  rose,  and  then  remained  about  100°  till 
October  1.  This  period  of  pyrexia  was  regarded  as  a  relapse, 
although  it  was  not  accompanied  by  spots.  On  September  27 
a  few  vesicles  appeared  on  the  left  upper  lip  between  it  and 
the  ala  of    the  nose.     These  ran  the  course  of  an  ordinary 
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eczema,  spreading  over  the  face  so  that  by  October  8  the 
disease  had  spread  right  round  the  mouth,  and  covered  an 
area  extending  for  a  distance  of  one  inch  and  a  half  from  the 
mouth  in  all  directions.  B}"  the  next  day  there  was  still 
further  spread,  so  that  it  reached  the  neck,  the  eyebrows, 
and  had  extended  on  to  the  ears.  There  "was  a  well-defined 
edge,  the  surface  was  dusky,  red,  and.  covered  with  vesicles 
and  crusts ;  there  was  a  good  deal  of  serous  exudation  and 
much  itching. 

By  October  13  it  had  spread  still  further,  both  eyes  were 
completel}' closed  and  the  eyelidswere  very  red  and  cedematous; 
there  was  much  discharge  from  the  left  eye.  From  this  time 
he  graduall}'  began  to  improve,  so  that  by  October  29  there 
were  only  a  few  crusts  left  on  the  nose  and  ears,  and  they  soon 
disappeared.  The  treatment  consisted  of  a  mask  for  the  face 
which  was  smeared  with  an  ointment  consisting  of  16  grains 
of  yellow  oxide  of  mercury  to  an  ounce  of  soft  paraflBn. 


XIX. — A  case  of  General  Psoriasis  cured  by  Thyroidin. 
By  Albeet  Wilson,  M.D.  Exhibited  Februanj  8, 
1895. 

AWOMAX  affected  on  elbows  and  knees  for  years;  last 
August  it  commenced  to  spread  all  over  the  body,  even 
on  the  scalp,  causing  all  the  hair  to  come  off. 

In  October  thyroid  treatment  was  commenced,  and  the 
knees  and  elbows  cleared  first.  By  the  end  of  the  year 
the  skin  was  clear  and  supple  and  hair  commenced  to 
grow.  Thyroidin  was  stopped  in  January.  There  was  no 
depression  while  taking  the  15  grs.  of  thyroidin  (Allen  & 
Hanburys)  three  times  a  day. 
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XX. — The  Treatiiient  of  Wounds  and  Ulcers  hij  Oxijge)i. 
By  G-EORGE  Stoker.     Exhibited  Fehriiarij  8,  1895. 

CASE  1. — Barbara  T.,  tet.  5G,  married,  no  children,  family- 
history  good.  The  patient  has  suffered  from  chronic  ulcer 
of  the  left  leg  for  more  than  eight  years.  She  first  suffered 
from  pustules  on  the  skin ;  for  this  she  was  treated  in  the  out- 
patient department  of  St.  Bartholomew's  Hospital  for  thirteen 
months.  After  that  several  small  ulcers  formed,  and  for 
these  she  was  sis  years  ago  treated  as  an  in-patient  at  the 
London  Hospital  for  seven  weeks.  There  was  little  or  no 
improvement,  and  she  was  sent  to  the  out-patient  depart- 
ment,  where   she   was    treated   for    nearly  one  year,    when 

Fig.  30. 


she  was  again  admitted  as  an  in-patient,  and  remained  in 
hospital  for  another  period  of  seven  weeks.  Again  no  im- 
provement took  place,  and  once  more  she  "vvas  treated  as  an 
out-patient  for  about  tw^elve  months. 

About  four  years  ago  these  small  ulcers  coalesced  and 
formed  two  ulcers  the  size  of  five-shilling  pieces,  one  on 
either  side  of  the  shin  with  a  narrow  piece  of  healthy  skin 
between  them.     For  these  ulcers  she  was  again  treated  as 
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ail  in-patient  for  seven  weeks,  but  they  did  not  heal.  Since 
then,  up  to  the  time  she  came  under  my  care,  she  attended 
the  out-patient   department   once  a  week,    but    in    spite    of 


Fig.  31. 


various  forms  of  treatment  the  ulcers  continued  to  increase 
in  size,  though  they  diminished  in  depth. 

When  I  first  saw  her  there  was  a  very  extensive  ulcer, 
almost  annular  (Figs.  30  and  31)  ;  there  was  only  about  1^ 
inches  of  skin  remaining  on  the  posterior  aspect  of  the  leg 
between  the  outer  and  the  inner  borders.  The  ulcer  was  dry, 
hard,  and  cartilaginous-looking,  and  of  a  yellowish  colour  ; 
the  edges  were  raised  and  tough,  and  several  warty  growths 
appeared  on  the  surface  of  the  ulcer.  The  measurements 
were  as  follows  : 

Circumfereuce  of  leg     ....       lOj  inches. 
Length  of  ulcer  on  outside  of  leg       .    ..        5|       „ 
„  ,,      on  inside  of  leg    .  .         4         „ 

,,  ,,      along  shin  .  .  .  3A        „ 

She  had  constant  pain,  at  times  very  severe.  There 
was  very  little  discharge  from  the  ulcer  at  any  time. 

On  January  4,  1895,  the  leg  was  placed  in  an  oxygen 
box,  and  treated  by  exposure  to  equal  parts  of  oxygen 
and  purified  air. 

On    January    5,    when    asked   how  she    had  slept,    her 
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answer  was,    "  I    have   had  the   first   night  free  from  pain 
for  eight  years." 

Growth  of  hair  similar  to  that  seen  in  other  cases 
appeared  on  the  leg  between  the  knee  and  the  ulcer.  The 
ulcer  continued  to  heal  rapidly,  and  on  the  1st  of  March 
the  measurements  were  as  follows  : 

Circumference  of  Icr-       .  .  .  .  5^  inches. 


Length  of  ulcer  on  outside  of  leg 
,,  „      on  inside  of  leg 

,,  ,,      along:  shin 


At  the  end  of  the  eleventh  week  they  are  as  follows  : 


Circumference  of  leg 
Length  of  ulcer  on  outside  of  leg   . 
„  „      on  inside  of  leg 

„  ,,      along-  shin 

The    remai'kably    rapid    progress    of    th 
seen  by  comparing  the  photographs  taken  before  and  during 
the  treatment  with  the  ulcer  as  it  now  is  (Figs.  32  and  33). 


2 
U 


inch. 


3|  inches. 

2         „ 

U       „ 

quite  healed  up. 

is    case    mav    be 


Fig.  32. 


:   The  new  skin  and  tissue  is  not  cicatricial,  but  resembles 
the  normal  skin  and  tissue  of  the  leg. 

The  discharge  from  the  wound  was  stained  and  examined 
microscopically  for  micro-organisms  before  the  treatment 
was  begun.     It  was  found  to  be  full  of  cocci  and  bacilli,  but 
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further   examinations   slioweJ  tliat   after  the  tenth  day  these 
micro-oi'ganistns  had  practically  disappeared. 

Case  2. — Thomas  George  L.^  ast.  54  years,  family  history 
good.  On  the  1st  of  last  November  he  bruised  the  base 
of  the  nail  of  the  middle  finger  of  the  right  hand.  The 
finger  swelled  up  and  got  very  painful.  Three  days  later  he 
put  his  hand  into  a  drain  to  unstop  it,  and  the  wound  on  his 
finger  got  poisoned.  On  the  7th  of  November  he  went  to 
hospital.  The  hand  was  then  greatly  swollen,and  two  abscesses 
had  formed, — one  on  the  back  of  the  hand,  between  the  base  of 
second  and  ring  fingers,  and  one  on  the  back  of  the  wrist- 
joint  :  these  abscesses  were  opened  on  November  16. 
After  that  he  attended  the  hospital  three  times  weekly,  and 
he  dressed  his  wounds  twice  daily  with  carbolic  lotion. 
When  I  saw  him  first  on  December  11  his  hand  and  fingers 
were  greatly  swollen ;  at  the  base  of  the  middle  finger  there 
was  a  rough,  ragged  looking  ulcer  about  the  size  of  a  half- 
crown  piece;  the  edges  were  red,  swollen,  and  inflamed;  the 
ulcer  was  deeply  excavated,  extending  down  to  the  palm  of 
the  hand.  There  was  another  ulcer  on  the  back  of  the  wrist- 
joint  about  the  size  of  a  shilling,  and  presenting  the  same 
characters  as  the  one  just  described  ;  it  was  three  quarters  of  an 
inch  in  depth.  There  was  a  little  ulceration  at  base  of  nail  of 
right  middle  finger.     The  hand  was  placed  in  an  oxygen  box 
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and  treated  witli  equal  parts  of  oxygen  and  purified  air^  and 
the  wounds  were  washed  twice  daily  with  boiled  water. 

The  ulceration  on  finger  healed  in  twenty-four  hours,  the 
ulcer  on  wrist  in  two  Aveeks,  and  the  ulcer  at  base  of  middle  aud 
ring  fiugers  in  three  weeks.  In  addition  to  this  rapid  healing 
of  ulcers  that  previously  showed  little  inclination  to  heal, 
there  were  two  very  important  facts  to  be  noted  in  this  case. 

1.  The  disappearance  of  micro-organisms  from  the  dis- 
charge a  few  days  after  the  treatment  was  commenced. 

2.  The  i-apid  growth  of  nails  and  hair  on  the  hand.  After 
it  had  been  exposed  to  oxygen  for  about  ten  days  the  back  of 
the  hand  became  covered  with  brown  hair. 

In  view  of  the  remarkable  growth  of  hair  as  seen  in 
Case  2,  I  determined  to  try  oxygen  for  the  treatment  of 
baldness. 

Case  3. — Jessie  M.,  set.  8  years,  was  sent  to  me  by  Dr. 
Abraham.  Her  history  is  as  follows  : — In  August,  1894,  her 
liair  came  off  in  patches,  and  for  this  the  hair  was  cut  short 
and  ointment  applied.  In  September  her  head  was  shaved 
and  various  applications  made ;  amongst  others  blistering  fluid 
was  applied,  but  the  hair  did  not  grow.  For  three  weeks 
previous  to  coming  under  my  care  she  had  one  tabloid  of 
thyroid  extract  daily.  When  I  first  saw  her  the  only  evidences 
of  hair  I  could  find  on  her  head  were — 

1.  A  slight  downy  growth  on  the  left  occiput. 

2.  A  few  straggling  hairs  on  the  i-ight  parietal  region. 

3.  A  few  straggling  hairs  on  her  left  eA'ebrow. 

These  have  all  since  disappeared  during  the  first  few 
■days  of  the  treatment.  She  was  fitted  with  an  india-rubber 
cap,  which  is  stretched  round  the  head,  and  further  kept  in  its 
place  with  a  piece  of  bandage  :  this  cap  was  filled  with  pure 
oxygen  morning  and  night.  On  the  tenth  day  of  treatment  a 
growth  of  fine  downy  hair  was  perceptible  all  over  the  head, 
and  now  at  the  end  of  the  sixth  week  this  hair  his  become 
stronger  and  longer,  being  in  some  places  1|  inches  long. 
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XXI. — .1  case  of  Recurring  Parotitis  ivitli  Xerostomia, 
By  W.  H.  Battle.     Exhibited  Fehrmry  8,  1895. 

THE  patient,  a  married  woman   set.  54,  was   admitted  into 
the  Royal  Free  Hospital,  under  my  care,  on  November 
11,  1894,  complaining'  of  swelling  of  glands  of  the  face. 

Two  years  ago  she  first  noticed  a  swelling  the  size  of  a  nut 
immediately  in  front  of  each  ear.  It  was  hard  and  movable, 
not  painful,  and  the  skin  was  not  red.  She  had  not  been 
well  for  three  years  before,  since  the  menopause,  but  thought 
the  swellings  came  in  consequence  of  the  extraction  of  some 
stumps  twelve  months  earlier. 

The  dryness  of  mouth  had  been  noticed  for  three  years 
before  the  swellings  appeared. 

These  swellings  gradually  increased  in  size,  and  in  three 
months  had  reached  tlie  size  of  hens'  eggs ;  since  then  they 
had  alternately  increased  and  diminished  in  size,  being  "  up 
for  a  month  and  down  for  a  month."  These  variations  are 
symmetrical.  When  large  they  are  painful,  and  she  suffers 
from  pain  in  the  top  of  the  head,  which  is  tender,  so  that  she 
cannot  rest  it  on  the  pillow  at  night.  She  says  that  when 
the  swellings  begin  to  diminish  in  size  she  becomes  very  deaf> 
No  medicine  has  done  any  good. 

In  May  she  had  a  rash  resembling  the  one  present  on 
admission,  which  lasted  three  weeks. 

As  a  child  was  always  delicate  ;  at  two  j-ears  of  age  suffered 
from  scarlatina  :  at  eleven  years  had  a  serious  illness,  with 
brain  symptoms  and  abscesses  about  the  hips,  followed  for  a 
time  by  flexion  of  the  lower  limbs. 

Catamenia  appeared  at  twenty,  then  and  always  painful ; 
ceased  suddenly  when  she  was  forty-nine.  Was  married  at 
thirty,  had  a  miscarriage  at  four  months  during  the  first  year 
after  marriage.  No  children.  No  history  of  syphilis.  Her 
tonsils  were  removed  in  1880,  she  had  had  a  sore  throat  for 
months  before.  Some  years  ago  she  had  an  abscess  near  the 
rectum.  In  1883,  disease  of  the  right  lung,  and  kept  her 
room  for  three  months. 

Family  history.  —  Father  died,  aged  twenty-three,  of 
phthisis ;  mother  died  aged  seventy-one  of  apoplexy.  Only 
one  sister,  aged  sixty,  said  to  be  delicate.  Her  mother  is  said 
to  have  had  rheumatic  gout. 

On    admission. — There  was  a  well-marked   erythematous- 
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eruption  about  the  face  and  body,  irregalarly  distributed  (she 
had  been  taking  arsenic  before  the  rash  appeared,  also  in 
April  before  the  eruption  of  similar  character  appeared  in 
May).  She  is  easily  agitated,  is  a  teetotaller  and  has  been 
for  the  past  eleven  years,  and  before  that  she  drank  very 
little. 

On  both  sides  of  the  face  there  is  considerable  enlarge- 
ment of  the  parotids,  although  they  are,  according  to  the 
patient,  quiet  noAv.  The  right  one,  about  as  large  as  a 
walnut,  overlaps  the  condyle  of  the  jaw,  extends  nearly  to 
the  angle,  and  backwards  to  the  mastoid.  It  feels  firm  and 
lobulated.  The  left  one  is  similar  in  character,  but  rather 
larger.  On  both  sides  the  lobule  of  the  ear  is  lifted  and 
pushed  outwards.  The  skin  of  the  face  has  a  somewhat 
shiivelled  appearance  as  from  previous  distension,  and  is 
fi'eely  movable  over  the  parotids.  These  swellings  are  not 
fixed.  On  both  sides  of  the  neck  the  lymphatic  glands  can 
be  felt. 

The  mouth  is  very  dry  and  parched,  so  much  so  that  the 
patient  has  some  difficulty  in  eating,  and  finds  it  necessary  to 
drink  frequently  with  the  mouth  full  of  food.  She  cannot 
taste  salt,  but  calls  it  potato.  The  mucons  membrane  of  the 
tongue,  like  that  on  the  lips  and  cheeks,  is  atrophied,  very 
dry  and  shrivelled.  The  papillas  of  the  anterior  part  of  the 
tongue  have  disappeared,  the  mucous  glands  of  the  mouth 
cannot  be  felt.  Secretion  can  be  seen  to  come  from  the 
parotid  ducts,  but  it  is  small  in  quantity  and  looks  thickened. 
Other  salivary  glands  cannot  be  felt. 

Her  teeth  have  all  come  away  and  she  has  to  use  an 
artificial  set.  Appetite  is  good;  not  unusually  thirsty;  suffers 
from  constipation ;  chest  and  abdomen  apparently  normal. 
Pulse  60 ;  temp.  98°. 

Has  had  a  fair  amount  of  worry,  and  finds  the  swelling  of 
the  parotids  becomes  worse  when  worried.  She  has  muscular 
tremors  when  agitated,  and  she  readily  flushes. 

Urine  normal,  no  sugar. 

The  cause  of  the  deafness  of  which  she  complained  was 
apparently  an  accumulation  of  wax  in  the  ears.  Nothing 
abnormal  could  be  seen  in  the  nose,  although  the  patient  made 
complaint  of  excessive  secretion  and  occasional  haemorrhage. 
A  saline  mixture  was  prescribed. 

She  left  hospital  on  the  22nd  November,  having  had  no 
attack  of  parotitis;  the  eruption  had  gone  soon  after  admis- 
sion, and  she  had  put  on  flesh. 
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In  Januaiy  she  came  to  hospital  and  said  that  she  continued 
better  than  she  had  been  for  years ;  no  increased  swelling  of 
the  glands  had  been  felt  for  more  than  two  months,  and  she 
was  much  brighter. 

In  February  she  came  with  signs  of  the  commencement  of 
another  att;ick  of  parotitis. 


XXII. — Case  of  Excision  of  Scajmla.     By  W.  Watson 
Cheyne,  F.R.S.     ExMbited  Novemher  9,  1894. 

WB.,  £et.  50,  admitted  to  King's  College  Hospital  on  Sep- 
•  tember  '21,  1894.  Patient  stated  that  he  first  noticed 
a  ver}"  small,  painless  swelling  on  the  middle  of  the  dorsal 
surface  of  the  scapula  about  seven  years  ago.  This  tumour 
had  steadily  increased  in  size  and  extent  since  that  time,  but 
till  a  week  before  admission  it  had  not  caused  him  any  pain. 

Present  condition. — Patient  is  a  small,  wiry  man,  appa- 
rently in  good  health.  There  is  a  very  large,  hard,  nodular 
mass  occupying  the  whole  extent  of  the  right  scapula  with  the 
exception  of  the  acromion  process.  It  overlaps  the  spinous 
processes  behind.  It  fills  up  the  axilla,  extending  as  low  as 
the  fifth  rib  in  the  axillary  line  and  reaching  to  within  an 
inch  of  the  nipple;  it  projects  forward  the  pectoral  muscles 
to  a  marked  degree.  The  arm  cannot  be  brought  to  the 
side,  but  at  the  closest  point  forms  an  angle  of  oO°  with  the 
body  (see  Figs.  34  and  85). 

On  October  3  the  following  operation  was  performed. 
In  the  first  instance  an  incision  was  made  along  the  lower 
border  of  the  pectoralis  major,  opening  the  axilla  freely  in 
front.  The  axillary  vessels  and  nerves  were  then  searched 
for,  and  freed  from  all  connection  with  the  tumour  throughout 
their  whole  extent.  The  subscapular  artery  was  then  found 
and  tied,  and  afterwards  the  pectoralis  minor  and  the  other 
muscles  attached  to  the  coracoid  process  were  divided.  The 
patient  was  then  turned  over  and  an  incision  made  along  the 
spine  of  the  scapula  right  out  over  the  acromion  process,  and 
from  this  two  incisions  were  carried  to  the  lower  part  of  the 
middle  of  the  tumour,  enclosing  a  considerable  portion  of 
redundant  skin.  These  flaps  were  then  dissected  off  and  the 
scapula   rapidly    removed,   the    tip   of  the  acromion,   which 
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appeared  to  be  healthy,  being,  hoAvever,  left.  The  bleeding 
vessels,  which  were  few  in  number,  having  been  tied,  the 
detached  portion  of  the  deltoid  was  united  to  the  trapezius, 
and  the  muscles  around  the  head  of  the  humerus  to  the  chest 


■wall,  the  wound  was  stitched  up,  a  drainage-tube  being 
inserted  at  the  lower  angle. 

The  tumour  weighed  10  lbs.  1  oz.,  and  involved  the 
whole  of  the  dorsum  and  sides  of  the  scapula,  but  did  not 
project  on  the  under  surface.     It  was  an  enchondroma. 

After-progress. — The  shock  after  the  operation  was  not 
very  great :  there  was  a  good  deal  of  bloody  oozing.  There 
is  nothing  remarkable  about  the  after-progress.  The  wounds 
healed  throughout  by  first  intention,  the  stitches  and  diainage- 
tube  being  removed  on  the  seventh  day,  on  which  day  also  he 
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got  up  for  the  first  time.  He  left  the  hospital  on  October  19, 
sixteen  days  after  the  operation,  saying  that  he  felt  well,  the 
wounds  being  soundly  healed  and  there  being  considerable 
movement  at  the  shoulder.  He  was  told  to  continue  the  use 
of  a  sling  and  not  to  trouble  about  movement. 

Fig.  35. 


"When  shown  at  the  Society  five  weeks  and  two  days  after 
the  operation,  there  was  considerable  forward  and  backward 
movement  and  some  power  of  raising  his  arm  from  his  side. 
Attention  was  specially  drawn  to  the  advantage  of  the  anterior 
incision  in  all  cases  of  excision  of  the  scapula,  enabling  the 
surgeon  to  detach  the  axillary  vessels  and  nei'ves  from  the 
growth,  to  tie  the  subscapular  artery,  and  to  divide  the 
structures  attached  to  the  coracoid  process,  which  otherwise 
is  the  most  troublesome  part  of  the  operation. 


Clinical  Cases.  287 


XXIII. — Nephrectomy  for  Malignant  Tumour  in  a 
fatient  under  tivo  years  of  age.  Bead  January  26, 
1894.  Gliild  shown  in  good  health  two  years  and 
four  months  after  operation.  By  John  D.  Malcolm, 
C.M.Edin.    ^Exhibited  April  22,  1895. 

THE  special  interest  of  this  case  lay  in  the  long  survival  of 
the  child  after  the  removal  of  the  right  kidney  and  an 
oval  tumour,  6  inches  long,  which  had  been  regarded  as  a 
malignant  adenoma.  The  operation  was  performed  on  No- 
vember 15,  1892,  the  child  being  then  under  two  years  of  age. 
When  the  patient's  history  Avas  recorded  in  January,  1894, "^ 
Mr.  Malcolm  had  thought  that  only  one  other  case  had  been 
reported  in  which  a  child  had  survived  nephrectomy  for 
neoplasm  more  than  a  year,  and  in  that  case  death  from 
recurrence  had  taken  place  after  eighteen  months.  But  in 
the  debate  on  the  paper  Mr.  Bland  Sutton  directed  attention 
to  two  cases  that  had  been  overlooked  by  the  author.  Both 
these  cases  were  operated  on  by  Dr.  Abbe,  of  New  York,t 
the  children's  ages  being  respectively  two  years  and  fourteen 
months  at  the  dates  of  the  operations.  Mr.  Malcolm  had 
been  informed  by  Dr.  Abbe  that  his  two  cases  were  alive  and 
well  when  last  seen  six  weeks  before  the  date  of  his  letter 
(March  12,  1895).  One  of  them  would  have  survived  the 
operation  three  years  on  April  12,  1895,  and  the  other 
operation  was  performed  five  daj^s  after  that  on  the  patient 
exhibited. 

In  Mr.  Malcolm's  case  the  tumour  consisted  of  tubules 
lined  by  columnar  epithelium,  and  collections  of  shorter 
epithelial  cells  arranged  as  if  to  form  the  lining  membrane  of 
a  tube,  but  showing  no  lumen.  Mr.  Targett  had  kindly  ao-ain 
examined  the  tumour  in  various  parts  since  the  case  was  read 
to  the  Society,  and  he  could  not  find  any  cells  resembling 
striped  muscle  cells  nor  any  sai'comatous  tissue.  As  no  case 
had  been  recorded  in  which  a  tumour  having  this  structure 
had  been  removed  during  life,  it  had  been  suggested  in 
reporting  the  case  that  the  peculiarities  of  the  growth  might 
account  for  the  prolonged  immunity  from  recurrence.  But 
in  Dr.  Abbe's  cases  the  structure  of  the  tumours  was  different. 
One  of  them  showed  "imperfectly  developed  tubules  similar  to, 

*   Clin.  Soc.  Trans.,  vol.  xxvii. 

t  Annals  of  Surgery,  Philadelphia,  Jan.,  1894. 
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though  not  identical  -svith^  the  renal  tubules/'  and  ^^irreg'iilar 
patches  and  rows  of  cells."  Between  these  masses  of  epithe- 
lial cells  there  was  ''  connective  tissue  so  rich  in  cells  of 
various  arrangements  that  it  might  well  be  regarded  as 
sarcomatous."  The  other  tumour  contained  "a  large  portion 
of  striated  muscular  tissue  mingled  with  round  and  spindle- 
celled  sarcoma."  It  was  evident^  therefore,  that  the  micro- 
scopic characters  of  the  tumours  did  not  seem  to  account  for 
the  success  of  the  cases ;  at  least  no  structural  peculiai-ity 
had  been  noted  as  common  to  the  three  that  had  not  also 
been  observed  in  tumours  which  had  rapidly  recurred  after 
removal. 

The  only  other  suggestion  the  writer  could  make  in 
explanation  of  the  result  was  that  it  might  be  due  to  a 
very  free  excision  of  the  parts.  In  his  own  case  he  had  very 
carefully  taken  away  every  vestige  of  the  capsule  of  the 
tumour  and  kidney  with  much  of  the  adjacent  fat,  and 
also  a  mass  of  fat  and  enlarged  glands  surrounding  the  renal 
vessels,  which  were  cut  and  tied  close  to  the  aorta  and  vena 
cava. 


XXIV. — A  case  of  Tubercular  Disease  of  the  Prostate 
with  Fistulse  ecVternaUy  and  into  the  Rectum;  treated 
hij  Sulphur.  By  W.  Arbuthnot  Lane,  M.S.  Exhi- 
bited November  9,  1894. 

EW.,  set.  36,  had  fourteen  years  ago  tubercular  disease 
•  of  both  testicles  following  an  injury  ;  this  cleared  up 
after  prolonged  drainage  of  abscess  cavities.  A  perineal 
abscess  developed  thirteen  years  ago,  accompanied  by  great 
pain  on  micturition  and  discomfort  on  defsecation.  This  was 
laid  open  about  eight  months  after  it  first  appeared,  and  urine 
and  pus  continued  to  discharge  through  the  opening.  This 
condition,  which  was  very  painful  and  associated  with  very 
considerable  general  wasting  and  profuse  nocturnal  sweats, 
continued.  Seven  years  ago  another  mass  formed  about  the 
scrotum  ;  this  broke  down,  opened  externally  seven  months 
afterwards,  and  continued  to  discharge  pus. 

Xine  months  ago  a  deep-seated  pain  developed  apparently 
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high  up  ill  relation  with  the  front  of  the  bowel,  associated 
with  great  pain  in  deftecation  and  micturition.  After  some 
weeks  he  felt  a  sudden  yielding  accompanied  with  intense 
pain  deep  in  the  part,  and  followed  by  an  abundant  discharge 
of  pus  from  the  anus  Avhen  his  bowels  were  opened  just  after. 
Urine  ran  freely  into  the  rectum,  a  small  quantity  escaping 
through  the  urethra  and  perineum.  This  continued ;  he 
could  control  the  perineal  discharge,  but  not  that  from  the 
rectum.  Other  abscesses  formed  at  intervals  in  the  perineum 
and  ischio-rectal  fossa. 

On  June  5,  1894, 1  laid  open  a  vei-y  large  irregular  branch- 
ing cavity — or  rather  a  series  of  cavities — which  discharged 
externally  in  the  perineum  and  scrotum  by  many  openings, 
and  which  extended  up  into  the  prostate,  and  about  the 
membranous  urethra.  The  prostate  was  apparently  much 
disorganised.  Behind  the  prostate  there  was  an  opening 
into  the  bowel  through  which  the  end  of  the  finger  could  be 
passed,  and  the  rectal  mucous  membrane  about  the  aperture 
was  deeply  ulcerated,  the  margin  of  the  ulcer  being  thick  and 
raised.  The  abscesses  extended  backwards  to  the  right  of  the 
anus  up  along  the  rectum.  The  distribution  of  these  abscess 
cavities  was  so  extensive  that  it  was  impossible  to  expose 
them  fully  without  doing  much  harm.  The  cavities  were 
cleared  of  their  soft  caseous  contents  as  thoroughly  as  pos- 
sible, and  a  packing  of  iodoform  gauze  was  introduced.  In 
a  little  time  his  condition  improved,  but  on  September  4  he 
returned  in  a  state  which  was  practically  much  worse  than 
before  the  operation.  On  this  occasion  nothing  was  done 
beyond  the  periodical  injection  of  sulphur  and  glycerine  into 
the  sinuses.  This  caused  him  some  discomfort  about  half  an 
hour  after  the  injection  of  the  sulphur.  The  swelling  in  the 
perineum  quickly  subsided,  the  discharge  externally  diminished 
rapidly,  and  the  flow  of  urine  from  the  bowel  ceased  after 
about  a  month  of  this  treatment.  He  gained  over  a  stone 
in  weight;  on  September  4  he  weighed  8  st.  11  lbs.,  and  now 
he  weighs  nearly  10  st.  His  appearance  has  completely 
changed  in  the  last  two  months.  From  being  miserable, 
despondent,  and  wasted,  he  has  become  moderately  fat,  hope^ 
ful,  and  cheerful.  The  opening  in  the  rectum  has  closed,  and 
the  ulcerated  surface  has  healed.  A  drop  or  two  of  urine 
escapes  occasionally  fi'om  a  small  aperture  in  the  perineum, 
through  which  glycerine  and  sulphur  are  still  introduced. 
Within  a  month  at  the  most  I  think  he  will  be  quite  well  and 
relieved  completely  of  a  trouble  which  has  steadily  progressed 
VOL.  xxviir.  19 
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and  resisted  treatment  for  many  years,  and  has  made  his 
life  a  burden. 


XXV. — Traumatic  Rupture  of  the  Upper  Wall  of  the 
Memhrano-prostatic  Urethra  behind  the  Triarigular 
Ligament,  simulating  Extra-peritoneal  Rupture  of 
the  Bladder.  By  E.  Hurry  Fl;nwick.  Exhibited 
November  9,  1894. 

I  HAPPENED  to  be  operating  at  the  London  Hospital  at 
9  P.M.  on  May  4,  when  this  patient — a  well-built  young 
fellow  of  twenty  years  of  age — was  brought  in  from  Grays 
with  a  note  from  his  doctor,  Mr.  J.  R.  White,  to  the  effect  that 
the  bladder  had  been  ruptured,  and  that  immediate  operatiou 
was  necessary. 

At  12.30  the  same  morning  the  man  had  been  excavating 
and  using  his  pickaxe  in  the  stooping  posture,  when  the  eai'th 
gave  way  and  buried  him.  He  had  passed  his  water  shortly 
before  this  accident  happened.  On  being  extracted  he  com- 
plained of  a  wish  to  urinate,  but  could  not  pass  urine.  Mr. 
White  introduced  a  catheter,  and  drew  off  a  little  blood. 
When  I  saw  him  at  9  p.m.  he  was  in  no  distress,  the  belly 
was  neither  tympanitic  nor  unduly  tender.  Above  the  pubes 
as  high  as  the  umbilicus  and  extending  to  the  right  was 
an  evident  swelling,  which  was  dull  on  percussion.  No,  urine 
had  been  passed.  I  diagnosed  an  extra-peritoneal  rupture  of 
the  bladder  for  the  following  reasons  : 

1.  The  bladder  had  been  emptied  just  before  the  accident. 

2.  The  crushing  weight  had  fallen  on  the  man's  back,  and 
the  literature  of  272  cases  (Rivington)  has  shown  that  under 
these  two  conditions  there  is  often  separation  of  the  symphysis 
and  tearing  of  the  bladder  low  down  upon  its  anterior  wall, 
just  above  the  prostate. 

3.  The  area  of  dulness  above  the  pubes  was  an  exact 
reproduction  of  the  condition  I  had  noted  in  a  case  of  extra- 
peritoneal rupture  which  I  had  the  opportunity  of  dissecting 
in  1884  [Pathol.  Trans.,  1886,  vol.  xxxviii,  p.  .303). 

4.  There  was  no  appearance  of  shock  or  any  peritoneal 
symptoms  pointing  to  an  intra-peritoneal  rupture. 
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He  was  at  once  taken  to  the  operating  theatre,  and  a 
«ilver  catheter  passed  along  the  urethra.  It  appeared  to  slip 
easily  into  the  bladder,  and  I  therefore  threw  a  little  water 
along  it.  The  water  did  not  return,  and  as  I  could  not  rotate 
the  instrument  at  all,  I  made  a  small  supra-pubic  incision, 
■expecting  to  find  the  post-pubic  space  full  of  urine. 

As  the  deeper  layers  were  approached  they  were  seen  to 
be  very  dark,  and  on  opening  the  cavity  of  Retzius  a  quantity 
of  blood  and  black  clot  rushed  out,  but  no  urine  Avas  detected. 
The  blood  had  evidently  been  kept  in  the  cavity  under  con- 
siderable pressure.  After  scooping  out  the  clots  a  large  extra- 
peritoneal cavity  was  discovered,  reaching  up  towards  the  um- 
bilicus, and  down  behind  the  pubes  to  the  neck  of  the  bladder 
and  laterally.  I  now  noticed  that  much  bright  blood  kept  pour- 
ing out  from  below,  as  if  from  some  large  artery.  The  patient 
was  placed  in  the  Trendelenberg  position,  the  deep  cavity 
rapidly  sponged  free,  and  a  strong  light  from  Washington 
Isaac's  search  lamp  was  thrown  on  to  the  bladder  neck.  Each 
part  of  what  was  supposed  to  be  the  front  aspect  of  the 
bladder  was  carefully  examined  for  the  rupture,  whence  I 
expected  to  see  the  bleeding  issuing,  but  nothing  of  the  kind 
was  discovered.  On  cleaning  away  the  clot  and  blood  from 
the  bottom  of  the  cavity  I  saw  several  large  veins  had  been 
torn  across,  and  were  pouring  out  a  large  amount  of  blood. 
These  veins  I  found  belonged  to  the  plexus  of  Santoi-ini,  and 
the  dorsal  vein  of  the  penis  as  it  turns  under  the  pubic  arch. 
Standing  upright  amidst  them  and  reflecting  the  electric  light 
from  its  polished  point  was  the  beak  of  the  catheter  I  had 
passed,  and  which  I  thought  had  entered  the  bladder. 

The  vessels  were  temporarily  clipped  with  long  catch 
sponge  forceps,  and  a  search  made  for  the  bladder.  Careful 
palpation  of  the  back  wall  of  the  cavity  revealed  an  elastic 
swelling.  It  was  ovoid  and  like  a  semi-full  bladder.  I  dis- 
sected down  upon  it  in  the  middle  line,  and  recognising  the 
vesical  muscle,  I  opened  the  bladder,  and  evacuated  about 
six  ounces  of  perfectly  clear  urine.  It  was  now  evident  that 
the  urethra  had  been  torn  through  on  its  upper  wall,  in  front 
of  the  vesical  sphincter,  either  through  the  substance  of  the 
prostate  or  just  in  front  of  that  body;  that  the  catheter  I  had 
inserted  had  traversed  the  deep  urethra  until  it  had  reached 
the  rupture,  through  which  it  had  turned  up  behind  the 
pubes  into  the  cavity  of  Ketzius,  and  that  the  bladder, 
empty  at  first  but  subsequently  filling  slowly  with  urine,  had 
been   thrust    backwards    and    upwards    by    the    increasing 
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pressure  of  the  wedge-shaped  mass  of  blood  which  had  in- 
sinuated itself  between  it  and  the  pubes.  No  actual  fracture 
of  the  pelvis  was  discovered, — probably  the  symphysis  had 
gaped. 

The  further  history  of  the  case  is  uneventful.  The  deep 
wound  was  plugged  with  iodoform  gauze.  A  soft  double  tube 
was  placed  in  the  wound  which  I  had  made  in  the  front  wall 
of  the  bladder,  brought  across  the  space,  and  out  at  the  supra- 
pubic incision  in  order  to  keep  the  pre-vesical  wound  dry. 
Next  day  the  gauze  plugs  were  removed  and  replaced  by 
drainage-tubes.  In  a  week's  time  a  grooved  staff  was  passed 
into  the  bladder  being  guided  through  the  prostatic  urethra, 
and  the  deep  urethra  was  opened  upon  it  from  the  perinasum, 
and  a  catheter  passed  into  the  bladder  from  below.  The 
supra-pubic  drains  were  then  removed,  and  the  entire  cavit}^ 
and  wound  gradually  healed.  He  is  now  very  dependent  on 
perineal  drainage,  for  directly  the  catheter  is  removed  the 
scar  tissue  in  the  neighbourhood  of  the  prostate  contracts, 
and  he  has  retention.  His  subsequent  progress  will  be 
reported  later  on. 

The  case  is  interesting-  as  exemplifying  (1)  the  close  simi- 
larity between  rupture  of  the  deep  urethra  behind  the 
triangular  ligament,  and  extra-peritoneal  rupture  of  the 
bladder;  (2)  the  tearing  through  and  extensive  haemorrhage 
from  the  large  venous  trunks  at  the  apex  of  the  prostate, 
which  is  unusual. 

I  venture  to  suggest  that  in  all  cases  of  rupture  of  the 
bladder  in  Avhich  a  doubt  exists  as  to  where  the  actual  lesion 
is  situated,  the  cavity  of  Retzius  should  be  first  explored 
before  the  peritoneum  is  opened.  This  will  do  no  harm  even 
if  no  urine  is  evacuated,  and  it  can  be  carried  out  by  any 
practitioner.  J  mention  this  because  the  literature  affords 
abundant  evidence  of  hoAv  readily  lives  might  have  been 
saved  by  a  simple  incision  into  the  supra-pubic  area,  for  intra- 
peritoneal ruptures  are  only  twice  as  frequent  as  extra- 
peritoneal (172  :  90 — Rivington). 
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XXVI. — Rerluctioii  of  a  Traumatic  Dislocation  of  the 
Hip  of  fii'e  months'  duration  hij  the  open  method.  By 
W.  G.  Spencee,  M.S.     Exhibited  Fehruanj  8,  1895. 

i  BOY,  £et.  7,  was  riding  on  tlie  limbers  of  a  roller  in  a 
j\.  pasture-field  when  be  fell  off,  and  the  roller  passed  over 
his  legs.  The  dislocation  was  manipulated  by  a  doctor,  and 
stated  to  Lave  been  reduced.  An  inside  splint  was  applied, 
Avliicli  cut  into  the  patient's  fork.  After  six  weeks  he  got  up 
very  lame.  Five  mouths  afterwards  there  was  a  typical 
dislocation  of  the  right  hip  on  the  dorsum  ilii.  The  head  of 
the  bone  slid  up  to  the  crest  of  the  ilium  when  weight  was 
put  on  the  leg.  Upon  manipulation  both  before  and  after 
the  incision  the  head  of  the  bone  travelled  easily  round  as  far 
as  the  ischium,  and  there  met  with  an  absolutely  unyielding 
ischio-f emoral  band  with  the  femoral  artery  in  close  proximity. 
It  would  have  been  quite  easy  to  have  fractured  the  neck  of 
the  femur  had  more  force  been  applied.  Moderate  extension 
was  equally  ineffectual.  A  long  anterior  incision  was  made, 
and  the  acetabulum  easily  exposed  in  this  way.  It  was  found 
filled  with  dense  fibrous  tissue,  which  was  intimately  united 
with  the  rectus  femoris  tendon.  The  acetabulum  was  cleared 
out.  It  could  not  have  been  reached  by  a  posterior  incision 
without  resecting  the  head  of  the  bone.  After  dividing 
about  two  thirds  of  the  gluteal  muscles  attached  to  the  great 
trochanter,  the  head  of  the  bone  was  drawn  down  into  the 
socket.  But  it  did  not  seem  to  fit  well  into  the  cavity  except 
when  the  leg  was  slightly  abducted  and  rotated  out.  The 
limb  has  been  fixed,  since  healing,  in  plaster.  Now  that  the 
plaster  has  been  removed  the  limb  is  normal  except  for  a 
fibrous  rigidity  in  the  hip,  with  slight  abduction  and  rotation 
out.  He  will  be  encouraged  to  use  his  hip  freely,  and  I 
have  no  doubt  will  regain  full  use  of  the  joint. 

The  case  seems  to  be  one  which  supports  Astley  Cooper's 
theory,  and  to  have  occurred  from  ovev- adduction  and 
driving  up.  Astley  Cooper's  theory  of  the  production  of  a 
dorsal  dislocation  has  been  supported  by  several  recent  cases 
in  which  the  hip  has  been  operated  upon.  It  seems  probable 
that  my  ease  would  have  been,  immediately  on  its  occurrence, 
reducible  by  extension  rather  than  by  manipulation.  That 
some  dislocations  should  occur  by  over-adduction  and  driving 
up  does  not  affect  the  statement  of  Bigelow  that  the  majority 
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occur  by  alxhiction  and  rotation  of  the  head  I'ound  behind 
the  acetabulum.  But  it  is  important  to  note  the  different 
manner  of  production  in  any  case,  in  order  to  distinguish 
those  amenable  to  manipulation  from  those  in  which  extension 
is  more  likely  to  be  successful. 


XXVII. — Two  cases  of  Dorsal  Dislocation  of  the  Hip 
treated  bji  the  method  described  in  the  Transactions* 
of  the  Clinical  Societi/.  By  W.  Arbu'thnot  Laxk, 
M.S.     Exhibited  Febrnanj  8,  1895. 

PERHAPS  I  might  remind  the  Fellows  of  the  Society  of  the 
principle  involved  in  this  operation.  It  consists  inreplacing- 
the  insecure  joint  on  the  dorsum ilii  by  a  secure  one  beneath  the 
anterior  inferior  spinous  process.  The  head  of  the  femur 
is  fixed  in  a  cavity  cut  iu  and  beneath  the  anterior  infei'ior 
spinous  process  of  the  ilium,  and  the  femoral  part  of  the 
anterior  portion  of  the  capsule  is  sewn  firmly  to  the  fibrous 
tissues  about  the  anterior  inferior  spine  and  to  the  straight 
head  of  the  rectus  femoris  at  its  origin,  it  having  been  cut 
carefully  away  from  its  attachment  to  the  innominate  bone  so 
as  to  have  quite  enough  to  make  a  strong  retaining  ligament 
in  its  new  position.  The  thigh  is  rotated  outwards  and  fixed 
in  a  suitable  apparatus  with  the  foot  at  an  angle  of  about 
50°  or  more  with  the  vertical.  By  this  means  the  head  of  the 
femur  is  retained  in  intimate  contact  with  the  newly  formed 
excavation,  and  a  minimum  strain  is  exerted  upon  the  sewn 
ligament. 

After  some  time  movements  are  commenced  in  the  acquired 
joint,  and  these  soon  become  very  free. 

A  joint  is  thus  formed  which  permits  of  no  vertical 
play  of  the  bones  upon  one  another,  and  which  is  very 
secure,  alloAving  of  the  ready  transmission  through  it  of 
the  superjacent  weight  of  the  body.  Most  important  of 
all  is  the  fact  that  the  new  articulation  lies  iu  front  of 
the  transverse  axis  around  which  the  pelvis  rotates,  namely, 
a  line  passing    through   both    acetabular  cavities ;    so    that 

*  "  Cases  illustrating  a  New  Operation  for  Dorsal  Dislocation  of  the  Head  of 
the  Femur,  and  some  Points  in  the  Surgery  of  the  Hip-joint"  (vol.  xxvi,  1893). 
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instead  of  there  being  an  ugly,  insecure,  and  often  incapa- 
citating lumbar  curve  with  an  unpleasant  forward  projection 
of  the  abdomen,  the  curve  of  the  lumbar  region  is  oblite- 
rated owing  to  the  rotation  of  the  pelvis  in  a  direction  the 

Fig.  3G.* 


reverse  of  that  present  before.  Again,  the  shortening  that 
now  exists  can  be  compensated  for  without  exaggerating  the 
deformity,  and  with  the  result  of  tending  to  obliterate  any 
lateral  special  curve  that  was  previously  present. 

Of  course  it  was  not  suggested  to  perform  this  operation 
in  any  case  in  which  it  was  possible  to  bring  the  head  of  the 
femur  into  the  acetabulum,  and  to  retain  it  there;  but  my 
experience  would  suggest  that  this  can  on]y  be  accomplished 
satisfactorily  in  a  very  small  proportion  of  cases  of  any 
statiding. 

This  lad  (figs.  36  to  39)  is  the  first  case  on  which  I  operated, 

*  Figs.  36  to  39  represent  the  deprree  of  movement  permitted  by  the  new 
joint  on  the  right  aide. 
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in  September,  1892,  so  that  two  years  and  five  months  have 
since  elapsed.  You  will  see  that  the  joint  is  perfectly  secure, 
that  it  permits  of  every  movement  which  exists  in  the  norinal 
joint,  and  that  it  has  undergone  no  displncement  in  the 
interval.  The  inechanical  advantage  this  child  has  derived 
from  the  operation  is  most  remarkable. 

Fig.  37. 


As  one  would  naturally  expect,  if  the  condition  of  dorsal 
displacement  is  symmetrical,  the  benefit  gained  by  replacing 
the  very  mobile  joints  behind  the  transverse  axis  of  pelvic 
rotation  by  two  secure  joints  in  front  of  it  is  not  nearly  as 
great  as  when  only  one  joint  is  affected  ;  still  the  improvement 
in  the  patient  in  the  former  case,  both  a&  a  locomotive 
machine  and  in  grace  of  attitude,  repays  one  very  well  for 
the  comparatively  slight  risk  which  accompanies  the  operation. 
Also  a  much  longer  period  must  elapse  before  the  patient 
with  the  double  dislocation  is  able  to  acquire  a  familiarity 
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ivith    and     a    perfect    control    over    the    altered    mechanical 
arraugeiuents  of  his  bony  and  li<^amentous  framework. 

A.  W.,  eet.  8  years,  was  admitted  into  Guy's  Hospital 
under  ray  care  in  March,  1894,  with  as  deforming-  and  inca- 
pacitating a  condition  of  double  congenital  dorsal  dislocation 
as  I  have  seen. 

Fig.  38. 


By  means  of  a  vertical  anterior  incision,  associated  with 
one  passing  backwards  at  right  angles  to  it,  the  loose  false 
joint  on  the  dorsum  ilii  was  exposed,  after  the  glutei  muscles 
had  been  divided  over  it. 

The  anterior  portion  of  the  capsule  was  cut  through  at  its 
iliac  attachment,  and  the  stretched  and  thickened  ligamentum 
teres  was  divided.  There  was  no  evidence  of  the  presence  of 
the  original  acetabulum,  and  although  the  muscles  were  divided 
very  freely  it  was  found  impossible  to  retain  the  head  of  the 
femur  in  a  normal  relation  with  the  innominate  bone  when 


298  Clinical  Cases. 

the  leg  was  brought  down  beyond  an  angle  of  100^  with  the- 
horizontal  plane. 

Fig.  39. 


A  cavity  was  then  cut  in  and  beneath  the  anterior  inferior 
spine,  the  head  of  the  femur  was  modified  in  shape,  and  the 
operation  was  completed. 

Owing  to  the  fact  tliat  there  was  practically  no  neck,  the 
head  of  the  bone  being  set  almost  directly  upon  the  upper 
extremity  of  the  shafts,  it  was  necessary,  in  order  to  prevent 
the  head  slipping  away  from  its  new  attachment,  to  fix  the 
thigh  in  such  a  position  of  external  I'otation  that  the  foot  lay 
in  a  horizontal  plane. 

In  the  following  August  the  opposite  leg  was  operated  on  in 
the  same  way.  8ome  difficulty  was  experienced  in  getting 
the  head  of  the  bone  down  to  the  level  of  the  anterior  inferior 
spine,  and  it  was  necessary  to  encroach  somewhat  on  the  notch 
above  it. 
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In  the  joint  wliicli  Avas  first  constructed  the  patient  has 
acquired  a  very  extensive  and  complete  degree  of  movement^ 
and  the  amount  of  movement  on  the  left  side  is  being  steadily 
increased.  Some  of  the  limitation  of  movement  on  this  side 
is  due  to  the  obstacle  which  existed  to  bringing  down  and 
retaining  the  head  of  the  bone  at  the  same  level  as  the 
right. 

The  joints  are  both  secui-e,  permitting  of  no  vertical  play. 
The  very  considerable  lordosis,  together  with  the  associated 
very  objectionable  prominence  of  the  abdomen,  are  both 
removed,  the  lumbar  spine  being  straight  and  the  abdomen 
natural. 

Besides,  her  walk  is  very  much  better  than  it  was  before 
the  operation,  and  is  improving  steadily.  The  greatest  diifi- 
culty  experienced  by  the  patient  was  in  overcoming  the 
position  of  very  complete  outward  rotation  of  the  leg  in 
which  the  limbs  were  of  necessity  fixed  at  the  time  of  the 
operation,  but  this  she  is  succeeding  in  doing  very  satisfac- 
torily. This  trouble  would  not  arise  to  the  same  degree  in 
the  ordinary  less  severe  case  or  in  younger  children.  It  is 
obvious  that  the  earlier  the  cases  are  operated  on  the  more 
perfect  will  be  the  results  obtained. 

I  have  applied  the  same  principle  with  the  greatest 
possible  mechanical  advantage  to  cases  of  dorsal  dislocation 
from  disease  of  the  hip-joint  and  of  ankylosis  of  this  joint  in 
a  position  of  flexion.  In  the  latter  condition  the  results 
obtained,  especially  in  young  people,  are  infinitely  better  than 
those  which  result  from  section  of  the  neck  or  upper  end  of 
the  femur. 


XXVIII. — Congenital  Dislocation  of  the  Shoulder  hacJc- 
icards  in  an  Infant.  By  Frederic  Eye.  Exhibited 
Fehruai'i/  8,  1895. 

HILDA  G.,  set.  9  mouths.  The  baby  was  delivered  with 
instruments.  The  mother  stated  that  on  the  day  after 
birth  the  left  arm  was  noticed  to  be  paralysed;  movements 
gradually  appeared  in  the  hand  and  forearm.  The  left  upper 
extremity  was   shorter  than  the  right,  but  not  thinner.     It 
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was  also  colder  at  first,  but  subsequently  became  of  the  same 
temperature  as  tlie  other. 

Condition  on  admission  to  the  Evelina  Hospital  (January 
■5,  1895). — The  child  Avas  well  nourished  and  developed.  Left 
shoulder  :  movements  of  the  left  shoulder-joint  were  obviously 
limited,  the  arm  being  held  stiffly  and  rigidh*  across  the  chest 
about  opposite  the  nipple.  External  rotation  was  very  limited, 
and  during  extreme  rotation  outwards  the  dorsum  of  the  hand 
still  looked  forwards  and  slightly  to  the  left.  Internal  rota- 
tion was  increased.  The  outer  surface  of  the  shoulder  was 
slightly  flattened.  A  smooth  spherical  projection,  evidently 
the  head  of  the  humerus,  could  be  felt  on  the  dorsum  of  the 
scapula  just  beneath  the  junction  of  the  acromion  with  the 
spine.  The  articular  surface  was  directed  backwards  and 
to  the  middle  line.  There  was  considerable  rigidity  of  the 
shoulder-joint,  but  this  disappeared  under  chloroform,  when 
movements  of  rotation  of  the  humerus  were  freely  communi- 
cated to  the  head.  Measurement  from  the  top  of  the  acromion 
to  the  external  cond\'le  gave  half  an  inch  shortening  on  the 
affected  side.  The  circumference  of  the  left  shoulder  was 
■|-  inch  less  than  that  of  the  right ;  this  peculiarity  may  pro- 
bably be  referred  to  Avant  of  development  of  the  muscles 
around  the  shoulder  on  the  left  side.  There  was  practically 
no  difference  between  the  circumference  of  the  two  upper 
arms  at  the  middle.  The  deltoid,  biceps,  and  triceps  muscles 
on  the  left  side  responded  readily  to  the  Faradic  current,  but 
the  biceps  less  freely  than  that  on  the  right  side.  The 
galvanic  current  also  caused  a  marked  reaction  in  these 
muscles. 

Bemarlis. — E.  W.  Smith'^  was  the  first  to  describe  congenital 
dislocation  of  the  shoulder.  One  of  his  cases  was  a  woman 
aet.  42,  a  lunatic.  The  deformity  was  not  noticed  until  after 
death.  On  proceeding  to  make  an  autopsy  a  peculiarity  of 
both  shoulder  joints  was  observed,  which  was  found  to  be 
due  to  displacement  of  the  humerus  backwards  on  the  dorsum 
of  the  scapula.  That  the  displacement  of  the  humerus  was 
a  result  of  malformation  was  indicated  not  only  by  tlie 
condition  of  the  articulation  but  also  by  the  circumstance 
that  the  peculiarity  was  bilateral.  The  head  of  the 
humerus  on  each  side  formed  a  distinct  projection  beneath 
and    behind    the    summit    of    the    acromion.       There    was 

*  An  'Essay  upon  the  Original  or  Congenital  Luxations  of  the  Upper  Ex- 
remity  of  the  Humerus,  Dublin,  1839. 


Climcal  Cases.  301 

no  trace  of  a  glenoid  cavity  iu  the  usual  situation,  but 
a  well-formed  socket  surrounded  by  a  capsule  existed 
upon  the  posterior  surface  of  the  neck  of  the  scapula.  The 
head  of  the  humerus  was  of  an  oval  form,  due  to  deficiency 
on  its  anterior  surface. 

Six  cases  of  subcoracoid  congenital  dislocation  of  the 
humerus  have  been  recorded,  four  of  them  by  B.  W.  Smith  ; 
and  two  in  Avhicli  the  displacement  is  described  as  supra- 
acromial  {sus-acromiale).  There  was  a  subluxation  of  the 
head  of  the  humerus  upwards  aud  outwards.  "  The  acromion 
and  coracoid  processes  Avere  equally  pushed  backwards  aud 
upwards." 

It  is  necessary  to  consider  whether  the  dislocation  existing 
in  this  case  was  due  to  paralysis,  to  trauma  during  parturi- 
tion, or  to  a  congenital  malformation  of  the  joint.  In 
regard  to  the  first,  it  seems  clear  that  the  paralysis  which  is 
stated  to  have  existed  by  the  mother  was  simply  a  pseudo- 
paralysis due  to  loss  of  mobility  of  the  shoulder-joint.  No 
paralysis  exists  at  present,  as  shown  by  reactions  to  electricity. 
Further,  the  condition  of  the  joint  in  this  case  has  nothing-  m 
common  with  the  loose  '^  floating"  articulation  existing  in 
cases  of  luxation  from  parah'sis. 

Subsequently  to  showing  the  case  an  operation  for 
correcting  the  displacement  was  successfully  performed.  The 
glenoid  cavity  was  perfectly  developed,  a  fact  strongly  suggest- 
ing that  the  dislocation  resulted  from  trauma,  probably  during 
parturition. 


XXIX. — Two  cases   illustrating  Obliteration  of  Psoas 

Abscesses  after  one  loashing  out  and  scraping  and 

closure    without    drainage.  By    A.    E.    Bahker. 
Exhibited  Februarij  8,  1895. 

THESE  cases  were  shown  by  Mr.  Barker  to  illustrate  the 
advantages  of  a  method  of  treatment  advocated  by  him 
about  six  years  ago,  which  at  that  time  was  quite  novel, 
and  by  many  considered  heterodox.  In  both  cases  extensive 
tubercular  psoas  abscesses  were  opened  by  incision  and 
flushed  and  scraped  with  one  of  his  hollow  gouges  and  then. 
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•closed  completely  by  careful  stitching  icithoiit  any  drainage 
at  all  after  some  iodoform  emulsion  liad  been  introduced  into 
the  cavity.  In  both  cases  primary  union  was  the  result,  and 
there  has  been  no  trace  of  recurrence  in  either  case.  In 
•one  case  five  years  have  elapsed,  in  the  other  eight  months. 
In  both  the  scars  are  sound  and  .soft.  In  the  younger 
patient  there  was  a  bad  general  state  to  contend  with,  as 
the  boy  Avas  very  tuberculous  and  at  the  present  moment  is 
suffering  from  active  cervical  caries.  These  two  cases  are 
members  of  a  considerable  series  showing  the  advantage 
of  the  method. 


XXX. — Rotation  of  Vertebrse  without  Lateral  Curvature. 
By  W.  H.  Battle.     Exhibited  February  8,  1895. 

PW.,  a  girl  £et.  10,  come  to  my  out-patient  department 
•  at  St.  Thomas's  Hospital  in  .January,  1894,  com- 
rplaining  of  pain  in  the  back,  which  had  commenced  in 
■  June  of  the  previous  year,  and  was  supposed  to  have  been 
due  to  moving  the  sash  of  a  window. 

She  was  an  anasmic  child,  who  presented  nothing  very 
marked  at  first  inspection  of  the  back.  More  careful 
examination,  however,  showed  a  fulness  on  the  left  side  of 
the  lumbar  spine,  while  the  muscles  on  the  right  side  were 
less  prominent  than  natural.  This  appearance  was  much 
exaggerated  when  the  patient  stooped,  which  she  did  without 
•difiiculty  or  rigidity  of  the  spine.  The  swelling  gave  the 
impression  of  a  rounded  column  of  bony  character  possessing- 
the  normal  flexibility  of  the  spine,  diminishing  in  size  from 
below  upwards,  and  uniformly  firm.  On  the  right  side  there 
was  less  than  the  usual  resistance  on  pressure  over  the 
muscles.     There  was  no  curvature,  angular  or  lateral. 

Under  treatment  with  tonics  she  lost  her  pain,  and  the 
condition  of  the  back  has  altered  so  that  there  is  now  well- 
marked  curvature  to  the  left  in  the  lumbar  region  with  some 
-compensatory  curvature  in  dorsal  region. 
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XXXI. — Extreme  Displacement  of  the  Heart  due  to  con- 
traction of  basic  cavity  of  left  lung.  By  Arthur  T. 
Davies,  M.D.     Exhibited  February  8,  1895. 

CAROLINE  H.,  set.  33,  single,  came  under  my  care  in 
February,  1894.  She  complained  of  cough,  which 
she  stated  she  had  always  been  subject  to  in  the  winter. 
About  four  years  ago  she  brought  up  blood. 

On  examination  there  was  found,  in  addition  to  left 
apical  changes,  a  cavity  at  the  left  base,  extending  up  to  the 
anid-scapular  region.  On  seeking  for  the  apex-beat  of  the 
heart,  it  was  found  deeply  situated  anteriorly  to  the  posterior 
axillary  fold.  Slfe  remained  under  my  care  till  March,  1894, 
and  I  did  not  see  her  again  till  December,  1894,  when  she 
came  complaining  not  of  her  cough,  but  of  "  her  heart 
getting  in  the  way  of  her  arm  when  she  moved  it."  On 
re-examination  I  found  that  the  cavity  was  apparently 
smaller,  and  that  the  apex-beat  was  apparently  situated  close 
under  the  angle  of  the  scapula,  so  that  it  had  been  still 
further  drawn  towards  the  spine.  In  addition,  a  distinct 
systolic  thrill  was  felt  in  the  upper  part  of  the  axilla,  and  on 
auscultation  a  loud  dislocation  murmur  was  found  to 
correspond  with  it.  These  are  the  physical  signs  at  the 
present  time,  but  lately,  in  addition,  at  the  end  of  inspiration 
with  each  systole  of  the  heart  a  distinct  clicking  noise  is 
audible  over  the  cavity.  There  appears  to  be  entire  sub- 
sidence of  her  lung  symptoms,  and  the  patient  at  the 
present  time  complains  of  some  dyspnoea,  and  also  of  the 
feeling  above  stated  Avith  regard  to  her  heart  in  its  relation 
to  her  left  arm. 

There  is  emphysema  of  her  right  lung,  and  a  roughening 
at  the  aortic  orifice. 
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XXXII. — Case  of  a  Sccoid  Empi/ema  on  the  same  sidef 
eight  i/ears  after  the  first.  By  Samuel  West,  M.D. 
E.vhihlted  Fehruanj  8,  1895. 

WILLIAM  F.,  set.  lb,  came  to  the  out-patients  of 
St.  Bai'tholomew's  Hospital  complaining  of  cough 
and  shortness  of  breath.  He  looked  very  ill,  almost  as  if 
he  were  phthisical,  and  his  temperature  was  raised.  The 
physical  signs  showed  dulness  all  over  the  left  side,  which 
was  slightly  contracted  as  compared  with  the  sound  side. 
The  heart  was  displaced  to  the  right,  the  dulness  extending 
one  inch  to  the  right  of  the  sternum.  Over  the  whole  of  the 
lower  part  of  the  dull  side  the  voice  and  breath  sounds  were 
absent,  but  at  the  apex  they  were  exaggerated  and  there  was 
a  good  deal  of  medium-sized  crepitation,  which  was  increased 
on  coughing  and  on  taking  a  deep  breath. 

The  signs  pointed  to  the  presence  of  fluid,  a  diagnosis 
which  would  have  been  simple  if  the  patient  had  not  given 
a  history  of  an  empyema  eight  years  previously,  for  which  he 
had  been  opei'ated  on  in  the  Evelina  Hospital,  the  scar  of 
the  operation  being  visible  in  the  posterior  axillary  line. 

The  diagnosis  lay  between  phthisis  with  a  thickened 
pleura,  or  a  second  effusion.  In  favour  of  phthisis  were  the 
signs  at  the  apex  and  the  contraction  of  the  side,  which 
measured  one  inch  less  than  the  sound  side.  On  the  other 
hand,  the  physical  signs  were  clearly  those  of  an  effusion, 
and  the  only  difficulty  was  to  understand  how  a  second 
effusion  could  occur  on  the  side  which  had  previously  been 
laid  open  for  empyema. 

The  patient  was  admitted  into  the  hospital  and  passed 
under  the  care  of  Sir  Dyce  Duckworth.  Great  difference 
of  opinion  Avas  expressed,  and  on  the  whole  the  balance  was 
in  favour  of  phthisis,  of  which  disease  his  father  died. 
The  patient  sweated  somewhat  at  night,  was  losing  flesh,  and 
the  temperature  rose  irregularly  at  night.  After  a  fort- 
night's time,  the  patient  having  made  no  improvement,  a  needle 
was  inserted  in  the  mid-axillary  region,  but  no  fluid  was  found. 
There  was  a  little  expectoration,  but  examination  showed  no 
tubercle  bacilli.  The  patient  was  then  allowed  to  get  up, 
but  his  condition  became  worse,  and  the  dulness  increased 
towards  the  right  as  if  the  heart  was  being  pushed  still  further 
over.     Another  exploratory  puncture  was  now  made  in  the 


Clinical  Cases.  305 

sixth  space  in  the  anterior  axillary  line,  and  this  time  pus  was 
found.  The  next  day  the  side  was  opened  in  the  mid- 
axillary  line  and  twelve  ounces  of  pus  removed.  The  cavity 
in  which  the  pus  was  found  extended  to  the  pericardium  on 
the  right,  to  the  diaphragm  below,  upwards  a  considerable 
distance  so  that  its  limits  could  not  be  reached  by  the  finger, 
while  backwards  it  was  limited  by  firm  adhesions  at  the 
posterior  axillary  line. 

The  temperature  immediately  fell  to  normal,  and  did  not 
rise  again. 

There  is  nothing  further  to  report  except  that  recovery 
was  rapid  and  uninterrupted.  The  lungs  re-expanded,  and 
on  leaving  six  weeks  later  the  patient  was  fat  and  well,  the 
wound  was  completely  healed,  the  heart  in  its  normal  place, 
and  though  the  resonance  on  the  affected  side  was  still  a 
little  impaired,  the  air  entry  was  fair. 

Cases  of  this  kind  are  very  rare,  and  it  is  clear  that  they 
must  be,  for  after  empyema  the  whole  pleural  cavity  is  usually 
obliterated,  so  that  a  second  empyema  on  the  same  side  can 
hardly  occur,  except  where  the  original  empyema  has  been 
localised.  That  presumably  was  the  case  in  this  patient,  a 
presumption  which  was  confirmed  by  the  condition  of  things 
discovered  at  the  time  of  the  operation,  for  the  empyema 
cavity  was  limited  posteriorly  by  adhesions  corresponding 
with  the  position  of  the  old  incision. 


XXXIII. — Extreme  Stenosis  of  Loicer  Fart  of  Pharynx 
{sijjjhilitic).  By  W.  H.  Battle.  Exhibited  Feb- 
ruary 8,  1895. 

RE,.,  ast.  24,  was  admitted  into  the  Eoyal  Free  Hospital 
•  under  the  care  of  Dr.  West  in  June,  1894,  for  dropsy, 
and  later  came  under  the  care  of  Dr.  Calvert,  in  whose  out- 
patient department  he  had  previously  been  for  chronic  inter- 
stitial nephritis.  He  had  suffered  from  a  sore  throat  for  two  and 
a  half  years,  and  had  been  treated  for  that  in  the  surgical  out- 
patient department  under  Mr.  Battle.  This  affection  had 
been  a  most  intractable  ulceration  of  the  upper  part  of  the 
pharynx  and  fauces,  which  was  only  slightly  influenced  by 
VOL.  XXVIII.  20 
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mercury  and  large  doses  of  iodide.  He  had  also  had  gum- 
mata  and  eruptions  on  the  skin. 

On  June  25  he  was  pale  and  suffering  from  dropsy 
of  the  legs  and  scrotum  ;  the  urine  contained  traces  of  blood, 
and  gave  4-  albumen  on  boiling.  The  chest  showed  nothing 
abnormal  then,  but  in  September  there  was  found  to  be  some 
emphysema,  slight  noise  in  respiration,  with  complaint  of 
difficulty  in  swallowing  solids. 

The  condition  then  was  practically  the  same  when  re- 
admitted under  the  care  of  Mr.  Battle  on  September  24, 
only  there  was  more  contraction  in  the  lower  pharynx.  The 
soft  palate  was  high  and  adherent  to  the  posterior  wall  of 
the  pharynx,  the  tonsils  were  not  visible,  but  an  arch 
of  cicatricial  tissue,  very  firm  to  the  touch,  closed  off  the 
posterior  nares  from  the  pharynx,  excepting  for  a  small 
median  opening  the  size  of  a  cedar  pencil.     There  was  some 

Fig.  40. 


Syphilitic  stenosis  of  lower  pharynx — drawn  by  Mr.  Leonard  Mark. 

ulceration  of  the  pharynx  with  contraction.  Respiration  was 
a  little  difficult,  voice  hoarse,  and  the  man  had  a  slight  cough 
Avith  muco-purulent  expectoration.  Examined  by  the  laryn- 
goscope, the  first  impression  given  was  that  he  had  stenosis  of 
the  larynx,  for  a  small  opening  was  visible  behind  the  base  of 
the  tongue,  with  a  cicatricial  margin  as  shown  in  the  sketch. 
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But  it  was  soon  evident  that  tliis  opening  was  not  far  enough 
from  the  mouth,  and  that  there  was  no  epiglottis.  When  the 
finger  was  introduced  the  opening  was  easily  felt,  and  from  it 
there  was  an  extension  of  mucous  membrane  to  the  pharynx 
behind  and  on  each  side,  and  it  was  evident  that  this  opening 
was  the  only  passage  from  the  mouth  to  the  larynx  and 
oesophagus.  As  it  was  not  larger  than  a  No.  12  catheter, 
sui'prise  was  felt  that  he  could  swallow  as  Avell  as  he  did  and 
without  coughing,  also  that  there  was  not  more  obstruction  to 
his  breathing.  On  depressing  the  tongue  the  opening  could 
be  seen,  there  being  a  slight  amount  of  cicatricial  tissue  form- 
ing its  front  margin  and  extending  on  to  the  tongue.  The 
vocal  cords  could  not  be  seen. 

On  September  26  a  preliminary  tracheotomy  was  done, 
and  Trendelenberg's  tampon  introduced.  Chloroform  was 
given  and  well  taken.  A  gag  was  introduced  and  the  tongue 
pulled  forward.  A  No.  12  black  catheter  would  not  pass 
through  the  opening.  The  strictured  part  could  not  be  dilated 
with  forceps,  so  incisions  were  made  on  both  sides  with 
blunt-pointed  scissors.  The  finger,  when  introduced,  found 
the  pharynx  below  the  fresh  opening  to  be  irregularly 
contracted  over  a  distance  of  from  an  inch  to  half  an  inch,  and 
some  of  the  edges  of  contracted  tissue  required  division  with 
a  sharp-edged  palate  knife  before  the  finger  could  be  passed. 
Further  dilatation  was  efi'ected  and  a  tube  passed  into  the 
oesophagus.  The  tracheotomy  tube  was  kept  in  for  sixteen 
days  and  an  oesophageal  tube  for  five  days.  Dilatation  was 
carried  out  daily,  after  removal  of  oesophageal  tube,  by  means 
of  the  finger  and  several  instruments.  He  left  hospital  on 
October  29  much  relieved. 

There  is  a  constant  tendency  to  contract,  and  Mr. 
Templeton,  the  house  surgeon,  continues  to  dilate  the  opening 
at  intervals. 


XXXIY. — A  specionen  of  Urine  rendered  Green  hij 
Indigo.  By  Akchibald  E.  Gakkod,  M.D.  Exhibited 
Februanj  8,  1895. 

THE   specimen   of  urine  exhibited  was  sent  up  from  the 
country  by  Mr.  Harold  Owen.    It  was  quite  limpid,  acid  in 
reaction,  and  had  a  tint  resembling  that  of  the  green  Chartreuse 
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liqueur.  It  was  passed  in  the  early  moi'uing  by  a  healthy 
child  2^  years  of  age;  a  second  specimen  of  a  few  ounces 
passed  later  in  the  morning  had  a  similar  but  much  less 
pronounced  green  colour.  At  11  p.m.  on  the  previous  night 
the  child  was  found  sucking  the  blue  cloth  which  formed  the 
border  of  a  fur  rug,  and  its  tongue  was  seen  to  be  stained 
blue,  A  specimen  of  the  cloth  was  sent  up  for  examination, 
and  it  was  found  to  be  dyed  with  indigo.  Nothing  abnormal 
was  noticed  in  the  faeces  except  that  on  this  and  the  following 
day  they  were  rather  darker  than  usual.  Chloroform  shaken 
with  the  urine  acquired  a  pure  blue  colour,  and  before  the 
spectroscope  showed  the  absorption  baud  of  indigo  blue  ;  and 
the  uriue  itself  when  examined  in  a  depth  of  20  centimetres 
showed  the  same  band  faintly.  It  was  therefore  evident 
that  the  green  colour  of  the  ui-ine  was  due  to  the  combination 
of  the  yellow  tint  of  the  urine  with  the  blue  of  indigo.  From 
the  appearance  of  the  uriue  it  might  have  been  supposed 
that  the  indigo  was  in  solution,  which,  however,  could  not  be 
the  case,  and  the  fact  that  the  blue  pigment  was  in  reality 
suspended  in  an  impalpable  form,  was  demonstrated  by 
passing  the  urine  through  a  filter,  when  it  lost  much  of  its 
green  tint,  whilst  the  filter-paper  showed  a  blue  stain. 

The  specimen  is  of  interest  because  it  shows  the  presence, 
as  the  result  of  ingestion,  of  a  pigment  which  is  sometimes 
formed  spontaneously  in  ui^ine;  but  such  spontaneous  formation 
of  indigo  blue  is  only  seen  in  alkaline  urines,  which  may  have 
a  greenish  tint,  but  exhibit  also  a  blue  scum  or  deposit  of 
microscopic  particles,  and  never  present  the  limpid  appear- 
ance of  the  present  specimen. 

The  fact  that  indigo  taken  by  the  mouth  profoundly  affects 
the  colour  of  the  urine  was  familiar  to  those  physicians  who 
about  the  year  1832  administered  this  substance  as  a  remedy 
for  epilepsy. 

In  a  paper  by  Roth  {Wissenseh.  Annalen  der  gesammten 
Heilhunde,  1835,  xxxi,  p.  23)  the  urine  of  patients  so 
treated  is  described  as  having  a  deep  purple  colour,  but  some 
examinations  made  at  that  period  failed  to  demonstrate  the 
presence  in  it  of  indigo  as  such.  The  difference  in  colour 
between  such  urines  and  the  present  specimen  was  doubtless 
due  to  differences  of  dose,  for  whereas  in  the  present  instance 
the  amount  absorbed  was  minute,  indigo  was  administered  to 
epileptics  in  doses  of  as  much  as  6  or  8  drachms  in  the 
twenty-four  hours. 

A  similar  green  coloration  of  the  urine  due  to  the  adminis- 
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tration  of  a  blue  drug  is  observed  in  cases  in  which  methylene 
blue  is  administered. 


XXXV. — A  neio  Instrument  for  ExjAoring  and  Draining 
Cavities.  By  G.  C.  Gareatt,  M.B.  Shoivn  March 
22,  1895. 

THE  instrument  is  intended  for  exploring,  draining,  or 
aspirating  any  cavity;  it  is  simple,  portable,  free  from 
taps  and  screws,  is  readily  cleaned,  and  can  be  boiled  in  a 
test-tube.  It  consists  of  a  cannula  and  trocar  made  in  three 
sizes. 

The  cannula  differs  from  Potain's  in  having  the  mount 
smooth  inside,  so  that  the  airtight  chamber  on  the  trocar  fits 
directly  into  it  without  any  intervening  tap  (Fig.  41,  2). 

The  trocar  (1)  has  a  thick  neck  h  inch  long  ;  its  airtight 
chamber  is  a  solid  metal  cylinder,  smooth  outside  and  without 
any  concealed  washer  or  packing  Avithin;  the  trocar  can  be 
drawn  back  through  it  until  the  point  is  buried,  but  no  further. 
Before  use,  a  piece  of  rubber  tubing  1^  inches  long  is  fitted 
on  to  the  mount  of  the  cannula,  and  secured  by  a  thread  tied 
round  in  the  groove  provided.  When  the  trocar  is  put  inside, 
the  rubber  covers  the  airtight  cylinder,  and  also  the  neck  of 
the  trocar  (3) ;  it  is  now  ready  for  use.  The  instrument  is 
thrust  into  the  cavity,  and  the  trocar  drawn  back  into  the 
cylinder  (4)  ;  in  doing  this  it  is  well  to  hold  the  cylinder 
at  A,  lest  it  be  drawn  out  of  the  cannula  with  a  jerk.  The 
cylinder  is  then  given  a  slight  twist  to  insure  that  it  is  loose, 
and  is  withdrawn  through  the  rubber  tube  by  steady  traction 
on  the  trocar;  while  withdrawing  it  the  rubber  is  pinched 
with  finger  and  thumb,  or  clamped  with  bull-dog  forceps  to 
prevent  ingress  of  air  (5  and  d).  The  cannula  is  thus  left 
m  the  cavity,  ready  fitted  with  drain-tube ;  if  exploration  is 
intended  a  glass  syringe  is  inserted  into  this  tube  ;  if  drainage 
or  aspiration  is  desired,  the  tube  is  pinched  again  and  the 
syringe  is  replaced  by  a  glass  tube  (c)  previously  connected 
either  with  a  long  drain-tube  full  of  water  (6)  or  with  a 
Potain's  bottle.  Failing  the  bottle,  a  Higginson's  syringe 
will  replace  it  for  aspiration. 
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Two  bull-dog  clips  are  provided  with  each  set  of  trocars 
and  cannulas ;  each  cannula  has  a  blunt  rod  as  well  as  a 
trocar  to  match.  The  set  is  sent  out  in  a  neat  metal  box, 
which   can   easily  be  carried  in  the  pocket.     To  clean  the 


Fig.  41. 
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inside  of  a  cannula  draw  a  few  threads  of  soft  white  darning 
cotton  through  it  by  means  of  the  loop  of  silver  wire  provided. 

My  syringe  for  exploring  is  a  10  c.c.  glass  syringe,  the 
glass  having  no  metal  attached  to  it,  so  that  it  can  be  boiled. 
The  plunger  is  of  asbestos  ;  it  can  be  compressed  by  an 
adjustable  metal  disc,  so  as  to  insure  always  an  accurate  fit  in 
the  barrel.  The  screw  cap  in  general  use  in  such  syringes  is 
replaced  by  a  rubber  cork,  the  piston  running  in  a  metal  tube 
through  the  cork,  which  has  a  metal  cap  overlapping  the 
edges  of  the  glass,  and  giving  a  neat  finish  to  the  syringe. 
The  cork  works  better  than  screw  caps,  which  do  not  work 
well  on  glass,  and  is  much  easier  to  make.  The  handle  of  the 
syringe  is  very  comfortable  to  hold  ;  every  part  of  the  syringe 
takes  to  pieces  easily  and  can  be  boiled. 

Attached  to  a  hypodermic  needle  such  as  is  sent  out  with 
the  trocars,  the  syringe  will  do  well  for  injecting  antitoxin. 

A  pair  of  test-tubes  is  sent  out  with  the  syringe  in  which 
the  trocars  and  cannula  can  be  boiled;  they  are  fitted  with 
rubber  caps  having  a  slit  in  the  top  :  these  allow  the  tube  to 
be  boiled  nearly  full  without  the  water  bubbling  out,  the 
steam  escaping  through  the  slit.  While  boiling  make  the 
slit  gape  by  pulling  down  the  cap,  afterwards  close  it  by  push- 
ing up  the  cap,  and  the  tube  will  remain  sterile  until  required. 

The  syringe  and  test-tubes  are  sent  out  in  a  polished 
mahogany  box,  with  4  feet  of  drainage-tube. 

With  a  box  of  trocars  in  one  pocket  and  the  above  in 
another,  the  practitioner  is  equipped  for  the  exploring  and 
draining  of  nearly  any  pleuritic  or  ascitic  effusion ;  should  he, 
however,  require  to  aspirate,  a  Higginson's  syringe  is  usually 
obtainable.     He  is  also  equipped  for  injecting  antitoxin. 
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